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FUNNEL CHEST* 


BY P. E. TRUESDALE, M.D.,T AND’ G..'T., HYATT, 


{genes deformity is of absorbing interest be- 
cause there is no precise opinion upon its 
origin, the causes of its increasing dimensions, 
or the operative method for its cure. As in the 
case which we report, its gradually increasing 
distortion may totally incapacitate the indi- 
vidual for any sort of work. The condition is 
thought to be very rare, but in reality this is 
not so. From our investigations we are led to 
believe that funnel chest is a fairly common 
imperfection; that the majority of such patients 
do not have symptoms; that the advanced form 
causes a permanent shift of the heart and respi- 
ratory tree; that it is often a restraint upon the 
vital capacity of the young adult; and, because 
we have found reports of only three operative 
cases in American literature, two of which were 
traumatic, it is apparent that many individuals, 
believing that nothing can be done for collapse 
of the sternum, remain crippled. 


CASE REPORT 


Case 1, No. 36263. W. B., a white male seventeen 
years old, who has had funnel chest as long as he 
can remember, was admitted to this hospital March 
11, 1936 with the complaint of pain in the chest, 
dyspnea, and “stomach trouble”. He suffered from 
these symptoms for years but three months prior to 
admission they became aggravated to a degree which 
incapacitated him for work. The pain beneath the 
sternum radiated to the right shoulder. It was 
almost constant in the left precordial area. He 
felt as if a ball were lodged in his stomach caus- 
ing dysphagia, nausea, and increasing weakness. 
Anorexia was pronounced. He sought relief in 
vain. His best weight was 170 pounds; it is now 
140 pounds. 

Physical examination revealed a tall, white male 
eighteen years old, complaining of pain in his chest. 
The neck showed cervical adenopathy. There was 
marked depression of the sternum with sharp an- 
gulation at the chondrosternal junction, especially 
the lower right portion (figure 1). The heart was 
displaced to the left with the left border at the 
posterior axillary line; the sounds were of good 
quality with no murmurs. The lungs showed dul- 
ness at the right apex with decreased breath 
sounds. The abdomen was fiat and soft with 
some tenderness along the right costal margin and 
in the epigastrium, on palpation. The reflexes were 
normal. 

Examination of the blood disclosed 4,530,000 eryth- 
rocytes, 9,000 leucocytes, and 80 per cent hemo- 
globin. The differential count was as follows: 
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neutrophiles 64 per cent, small lymphocytes 32 per 
cent, large lymphocytes 1 per cent, eosinophiles 3 
per cent; the nonprotein nitrogen was 38.7 mg. and 
the blood sugar 90 mg. The Kahn test was nega- 
tive. 

X-ray examination March 18, 1936 showed the 
lungs clear. The heart was normal in size and 
shape but was located, owing to marked depres- 
sion of the lower portion of the sternum, entirely 
to the left of the midline. (See figure 2a.) The 


FIG. 1. 


posterior margin of the sternum was oniy 3.5 cm. 
from the anterior margin of the eighth and ninth 
thoracic vertebrae. The. lateral projection showed 
the thoracic spine to be almost straight without 
the usual upper dorsal Kyphos. 

March 28 under avertin anesthesia an operation 
was done on the anterior chest wall. <A double 
crescent incision was made in a vertical direction 
over the sternum. (See figure 3.) We mobilized 
the sternum by cutting wedge-shaped sections on 
the proximal side of the costochondral junction and 
sawing partly through the manubrium in a trans- 
verse direction. Two holes were then drilled through 
the lower third of the sternum about two centi- 
meters apart. Two heavy silver wires were passed 
into one of these openings and out of the other in 
order to thread a loop for extension. Traction on 
the sternum elevated it readily, but with it pro- 
jected the cartilages which had been cut approx- 
imately two inches from the sternal border. Here 
we had the sternum at or nearly at its normal level, 
but the cartilages projected forward about four 
centimeters. In order to overcome this, another 
wedge-shaped section was cut entirely through each 
cartilage at the sternal margin (figure 4) where- 
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upon the ribs assumed their normal contour when | He had vomited greenish fluid and could no longer 


extension was applied. 


take anything by mouth. We used an indwelling 


In order to maintain the elevation of the sternum! duodenal tube, feeding him hourly and obtaining 


already secured, and not having discovered Alex- | 


ander’s! description of his operations or any other 
established operative technique, Hyatt constructed 


a windlass attached to the center of a long bar 
similar to a miniature goal-post, the vertical bars 


some drainage of gastric contents. This treatment 
irritated the patient and he withdrew the tube. 
Again he was unable to take anything by mouth. 


His pulse rose to 130 and his temperature to 103°. 
His condition became alarming. Parenthetically, the 


of which were securely embedded in the lateral por- surgical resident had noticed that the patient’s con- 
tion of a plaster cast covering the entire chest and! dition changed soon after the windlass was twisted. 


upper abdomen. (See figure 5.) 


4 cartilage 
J 
A Double-flap incision. 


B. Marked sinistrocardia. 
C Diaphragm. 


FIG. 3. 


The patient did well during the first forty-eight 
hours, after which time it was thought wise to in- 
crease the extension by means of the windlass. A 
single turn was made and another turn on the 
following day. On the third day the patient was 


found to be uncomfortable and his talk incoherent. 


Believing that the increased tension might be respon- 


sections of 
cartilage removed. 


B.represents cuneiform 
sections of cartilage removed. 


C represents parasternal cartilages 
severed. 


D. represents holes drilled in sternum 
for traction. 


E.represents osteotomy of the corpus sterni. 


FIG. 4. 


sible for the bad turn, we released it to a point 
where extension was less than when originally ap- 
plied. The situation soon improved. The patient 
began to swallow liquids, his mental state cleared, 
and the course of his convalescence continued in a 
normal direction. 
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It is interesting to speculate as to what actually 
occurred when extension was increased by turning 
the windlass. We believe that with wet gauze 
packed around the silver wire, the mediastinal space 
below the sternum had become airtight, and eleva- 
tion of the sternum produced a degree of suction 
which closed the elastic walls of the esophagus. 

X-ray examination of our patient April 18, three 
weeks after operation, showed the sternum descend- 
ing in an almost straight line parallel with the an- 
terior chest wall. The posterior border of the ster- 
num was now 8.4 cm. from the anterior border of 
the thoracic spine, in contrast to 3.5 cm. prior to 
operation (figure 2). 

May 24, two months after operation, the patient 
was discharged from the hospital to return to his 


FIG, 5. 


home in Brooklyn. His appearance at this time is 
shown in figure 6. Upon leaving he declared that 
breathing was no longer restrained, cardiac action 
was free of embarrassment, and digestion had be- 
come normal. Nevertheless, we realize that it is too 
early to determine the ultimate result of this op- 
eration. 


Up to the present there has been no estab- 
lished surgical procedure for funnel chest. Our 
quest for a precedent in modern textbooks on 
surgery before we embarked upon the attempt 
to relieve this patient failed to disclose any im- 
portant information. Not until we subsequent- 
ly searched the literature were we able to find 
mention of some of the obstacles which we met 
during operation. For example, in severing the 
ribs near their costochondral junction, we did 
not visualize the obviously unworkable situa- 
tion with which we were confronted when the 
sternum was elevated to the normal surface level 
of the chest wall. As this extension was ap- 
plied, the rib cartilages projected above the op- 
erative field. So they were severed once more, 
this time close to the sternum. After this step, 
traction on the sternum gave the desired eleva- 
tion with a much improved alignment of the 
cartilages to the ribs and sternum. 

Owing to the tendency of the body of the ster- 


num to sink somewhat, as occurred when the 
silver wires cut through on the twenty-first day 
of convalescence, probably it would have been 
wise to obtain maximum extension on the ster- 
num at the time of operation and then fix the 
apposed ends of the rib cartilages with a single 
suture of silkworm gut, or thread the silver 
wire around the sternum as did Alexander. A 
still more satisfactory device would be a steel 
band which would encircle the body of the ster- 
num at any point and be easily hooked up with 
the windlass attached to the goal-post. In as- 
suming different positions of the body, our pa- 
tient was sometimes conscious of an overriding, 
or at least a rubbing, of the ununited fragments 
of cartilage. 

Hemostasis, particularly after the mediasti- 
num is entered, is essential during this opera- 
tion. Since there is some degree of negative 


FIG. 6. 


pressure in the space beneath the sternum, there 
exists a tendency for suction to keep severed 
blood vessels open. The bone marrow of the 
sternum is rich in capillaries; hence bleeding is 
rather free when the sternum is divided with a 
saw. In order to facilitate elevation of the ster- 
num, control bleeding, and thus minimize the 
postoperative accumulation of blood in the me- 
diastinum, we suggest the removal of a wedge- 
shaped section of the sternum at the junction of 
the manubrium and body without completely 
sawing through the posterior bone plate. The 
sternum will bend easily with traction closing 
the edges made by the saw, thus stopping all 
bleeding without the need of gauze packing or 
the use of bone wax. 


Another case of congenital funnel chest was ob- 
served April 5, 1935 in a boy nine years old, who 
was admitted for treatment of diaphragmatic her- 
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nia. The appearance of the chest is seen in figure 7. 
The patient was the fourth child, breech delivery. 
He was always finicky about nursing and often had 
spells of cyanosis and dyspnea. The diaphragmatic 
hernia was discovered by x-ray examination when 
the child was thirteen months old. 

The depression over the sternum became more 
marked as age advanced. Contrary to the usual 
findings in funnel chest, the heart was displaced 
to the right, owing to compression from the viscera 
in the left chest. There was a violent cardiac im- 
pulse seen to the right of the sternum in the fourth 
space and a loud precordial systolic murmur. The 


FIG. 7. 


entire right chest was hyperresonant. The left 
chest was flat over the lower half with diminished 
breath and voice sounds. 

The child was slender, pale, very nervous and 
manifested choreiform motions. The blood pressure 
was as follows: left arm 90/50, right arm 80/30, 
left knee 120/40, right knee 120/50. 


Previous illnesses include measles, diphtheria, 
scarlet fever, chickenpox, rheumatic fever and 
pneumonia. 


An electrocardiogram was obtained April 10, 1936. 
No arrhythmia was noted. The P-wave was nor- 
mal. There was a deep Q-wave in leads I and II 
(7 mm. in lead I, 6 mm. in lead II, and only 3 mm. 
in lead III). The T-wave was of the peaked type. 
The S-T interval was normal and the chest leads 
within normal limits. The impression was simple 
tachycardia with deep Q-waves of uncertain signif- 
icance. 

Since the case was complicated by an extensive 
diaphragmatic hernia, it was impossible to define 
the effect of the functional capacity of the heart. 
Edeiken and Wolferth2 explained the lack of car- 
diac symptoms in funnel chests of moderate and 
severe grades by assuming a gradual adjustment 
of the heart as a result of slow development of the’ 
condition. Symptoms were more prone to occur in 
cases of trauma or in those complicated by lung 
lesions. 

This boy was operated upon April 13, 1935 under 
gas-oxygen positive-pressure anesthesia for reduc- 


tion and repair of the diaphragmatic hernia. His 
breathing was irregular and when ether was give) 
to secure relaxation during the stage of reduction. 
it had to be discontinued on account of his condi- 


tion. The patient died on the third postoperative 
day. Our pathologist reported death due to as- 
phyxia. 


At postmortem examination the concavity made 
by a depressed sternum was found to be 10 ecm. in 
width and 6 cm. in depth. This depression was 
more to the left of the midline, the ensiform car- 
tilage 3 cm. to the left. The sternum, with the 
convexity downward, reached a level which was 
only 3.5 cm. from the vertebral column. The heart 
was entirely on the right side with a considerable 
degree of torsion on the great vessels. The right 
ventricle showed hypertrophy undoubtediy due to 
pulmonary resistance. 


A third patient is a woman whom we have not 
seen. She is thirty-nine years old and unmarried. 
She has included us among many surgeons with 
whom she has corresponded. As she writes, her 
symptoms are presented in such lurid detail that 
we cogsider the statements cited below a fair pres- 
entation of the symptoms resulting from funnel 
chest. 

O. G. C. was first heard from April 14, 1935. The 
cause of the chest deformity and date of its first 
appearance are uncertain. It may have been ac- 
quired gradually or have resulted from an accident 
twenty-one years previously. The depressed ster- 
num was not observed until three years subsequent 
to the accident. Upon consulting a physician, it 
was discovered that the heart was displaced to the 
left. Tonsillectomy was done at this time. 


Shortly afterwards in December, 1918, she con- 


FIG. 8. 


tracted infiuenza followed by pneumonia and em- 
pyema. For the latter condition two operations 
were done, one in February, 1919, and the second 
in May, 1922; thereafter the depth of the depres- 
sion of the sternum showed an appreciable increase. 
At present it is as shown in figure 8. 

Since 1918 the patient has been troubled with 
thoracic distress. The cardiac activity has been 
an insistent factor in her consciousness, especially 
when she lies down. The patient feels forced to 
help the heart action along with conscious effort. 
Thus a tug of war seems to be going on between her 
heart and mind, and the latter gets very tired of 
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the struggle. The continual rapid quivering and 
grinding have made her extremely nervous and un- 
able to sleep. The chest distress is less if she sits, 
stands, or moves about slowly. 

In 1930 x-ray examination of the chest showed 
the funnel shape. The apex of the heart was in 
the posterior axillary line with a systolic murmur. 
The organ was held by adhesions as of an old 
pleurisy or possibly by pericardial adhesions. There 
was thickening of the pleura in both apices. The 
lungs showed some markings, but on comparison 
with earlier x-rays demonstrated no evidence of pro- 
gression. The diagnosis was lesion of the mitral 
valve of an old rheumatic type. The heart dis- 
ability was stated as 25 to 35 per cent of normal, 
sufficient to carry on slightly restricted normal 
activity. 

The consciousness of cardiac activity was ascribed 
to displacement of the heart and compression by 
several ribs. The effect on the nervous system was 
described by the patient as similar to that of the 
incessant dripping of water. Exercises intended to 
expand the chest only increased distress. 

After a period of complete rest for several months, 
the patient felt that she could breathe more deeply 
and lift the rib cage high enough for a second or 
two so as to lose consciousness of cardiac activity. 
But she is unable to maintain the chest in that 
position and obtain relief; most of the time her 
chest feels weak and tired and droops forward and 
inward. Any exertion causes soreness in the region 
of the heart and sleeplessness follows. Sedatives 
sometimes induce sleep, but more often increase her 
difficulties. 

Although the neurotic element in this case is 
clearly apparent, it is both important and difficult 
to evaluate the réle of the funnel chest as an etio- 
logical factor. 


A fourth case was sent to us from the records 
of the Cooley Dickinson Hospital in Northampton 
through the courtesy of Dr. R. B. Brigham. The 
patient was a male sixty years old who gave a his- 
tory of gradually progressive emaciation with spells 
of coughing and expectoration of blood-streaked, 
yellow sputum for a period of eight years. The 
lower portion of the sternum showed marked de- 
pression. The heart was displaced toward the left. 

At the onset of his illness he complained of epi- 
gastric pain and was treated medically for duodenal 
ulcer for a year. This condition improved but the 
cough, dyspnea, pallor, and occasional hemoptysis 
persisted. On his first admission, May 25, 1924, 
the diagnosis was “probable carcinoma of the 
lung”, but there was no definite proof of pathology 
in the chest. 

He spent a year at a sanitarium where it was 
stated he did not have tuberculosis: Symptoms per- 
sisted and he showed marked cachexia. On his sec- 
ond admission to the Cooley-Dickinson Hospital, 
April 12, 1956, his weight had dropped from 104 
to 93 pounds. The sternum was now sunken to such 
an extent that it seemed almost in contact with the 
spine. Respirations were rapid, long, and very deep. 
There were coarse bubbling rales at the left base 
and apex and right base posteriorly. Breath sounds 
on the left were bronchial in character. 

Since sputum examinations for over a year were 
repeatedly negative and physical signs of a serious 
lung lesion still present, a diagnosis of carcinoma 
of the lung was made again. 

The patient went downhiil rapidly and died eight- 
een days after entry. Permission for a postmortem 
examination was obtained. The report was as fol- 
lows: 


“The sternum was found to be less than a 
fingerbreadth away from the vertebral column. 


Pleural cavities were free, the lungs negative 
except for anthracosis and dilated alveoii. The 
pericardium was negative. The heart was some- 
what enlarged because of hypertrophy of the 
right ventricle. Its walls were equal to those of 
the left ventricle. The aortic valves were scle- 
rosed. The aorta itself was somewhat dilated 
and the intima had a cherry-bark appearance. 
The liver was deformed owing to pressure by 
the sternum. The abdominal aorta showed 
marked luetic changes with an aneurysm prox- 
imal to the bifurcation and a smaller one on the 
right common iliac artery. Numerous glo- 
meruli of the kidneys were completely obliter- 


ated with sclerosis of the blood vessels and 
marked infiltration with lymphocytes. The 
lungs showed only passive congestion. The 


diagnosis was advanced vascular nephritis. 
The immediate cause of death was uncertain.” 


Although the evidence at necropsy in this case 
revealed lues, arteriosclerosis, aneurysm, and 
nephritis, the immediate cause of death in the opin- 
ion of the examiner remained clouded. And to 
what degree the funnel chest may be considered a 
contributory factor is difficult to determine. Epi- 
gastric pain, cough, attacks of dyspnea, hemoptysis, 
and loss of weight -at first suggested peptic ulcer. 
Later this diagnosis was shifted to pulmonary tu- 
berculosis, on account of which he remained in a 
sanitarium for a year. Finally in the absence of 
positive evidence of tuberculosis of the lungs, the 
diagnosis was changed to cancer of the lungs. 

At autopsy there was found no pathological evi- 
dence of any one of these diseases. It is clear that 
the funnel chest had resulted in a progressive dys- 
function of the circulatory mechanism and produced 
a clinical picture both unusual and confusing. 


HISTORY 


Since the first reference to funnel chest made 
by Bauhinus® in the sixteenth century, few cases 
were reported prior to 1900. In 1860 the con- 
dition was described by Rokitansky* who took 
his patient Wojaeczeck, a medical student in 
Vienna, on tour as a curiosity. The pathologi- 
cal institute at Gottingen contains a plaster cast 
of Wojaczeck’s chest demonstrating the enor- 


‘mous depression. 


In 1900 Picqué and Colombani*® measured the 
capacity of the depression in various individ- 
uals and found that they held from 50 to 170 
ee. of water. Since 1900 mention of the de- 
formity is more frequent. By 1909 Ebstein of 
Leipsic® had compiled ninety-seven cases, al! 
medieal. 


The first operation for funnel chest was by 
Ludwig Meyer in 1911. The patient was a six- 
teen-year-old boy who had a funnel chest from 
birth. When first seen by Meyer this depres- 
sion was five centimeters in depth. It caused 
dyspnea of such severity that the boy was in 
great discomfort. There was also present a 
tuberculous infiltration of the upper lobe of 
both lungs. 

Since the operation had never been done, 
Meyer consulted a fellow-surgeon, Freund, who 
advised resecting two or three costal cartilages. 
Meyer, therefore, limited his resection to about 
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214 em. of the third and fifth cartilages on the 
right side. Dyspnea ceased on the second post- 
operative day, but the end-result was not satis- 
factory. Meyer made the following prophecy: 
“I do not champion Freund’s operation for all 
cases, but I believe the time is not far distant 
when this operation will be far more widely 
employed in all cases of malformations of the 
thorax or spinal column to facilitate normal 
respiration.” 


Two years later Sauerbruch*® operated upon 
a man eighteen years old. He resected far 
more extensively, removing the left costal car- 
tilages and portions of the sixth to the ninth 
ribs and the attached portion of the sternum. 
Symptoms disappeared and did not reeur. 
Sauerbruch repeated this operation in 1931. 

Zahradni¢ek® in 1925 and Hoffmeister’ in 
1927 operated upon young men for funnel 
chest. These courageous attempts, however, re- 
mained ignored by many writers. Fischer’ in 
a study of congenital malformations of the tho- 
rax in 1928 stated: . 

“On a essayé par des manoeuvres respiratoires 
variées de remédier 4 ce vice congénital; jusqu’a 
présent les moyens employés ne semblent pas 
avoir produit de résultats appréciables; c’est 


done une défectuosité somatique que l’on doit 
conserver.” 


In substance, no palliative measures had pro- 
vided a remedy for the relief of symptoms. From 
1925 to 1930 Ombrédanne” at the Surgery for 
Children in Paris studied the surgical needs for 
this complaint in the young. In 1931 he joined 
Garnier’ and adopted an operation which was 
fairly well standardized by 1934. This was a 
T-shaped sternotomy to elevate the costal arch 
with resection of the cartilages as required fol- 
lowed by immobilization by a special orthopedic 
apparatus. 

Results in nine cases appeared in 1934. Other 
surgeons operating on funnel chests were Mar- 
tin of Paris, Perrot of Geneva (two cases, one 
fatal), Richard and Dupuis. (two eases). In 
his second ease (1931) Sauerbruch used a trae- 
tion-apparatus similar to a Bradford frame. 
Mathieu (1933) presented before the French 
Congress of Surgeons a young girl treated by 
the same technique with elastic traction on the 
sternum. He repeated the operation successful- 
ly on two other young patients. 

All these cases were congenital. Two rare 
cases of the traumatic type were reported by 
Alexander’ of Michigan. He used a T-shaved 
sternotomy with chondrosternal resection, con- 
ceiving the idea independently of Ombrédanne. 
His first patient was a boy sixteen vears old in- 
jured four years previously while wrestling. 
Even after bilateral resection of five costal car- 
tilages the sternum could not be elevated, and 
only after longitudinal division of the ster- 
num could the bony structure be lifted forward. 


(See figure 9.) A Parham fracture band and 
silver wire were passed beneath the sternum, 
piercing the mesial ends of the fifth and sixth 


Alexander 
Case I 


FIG. 9. 


Alexander 
Case IL 


Shaded areas indicate 
removed at operation 


portions 


FIG. 10. 


intercostal spaces. These were then attached 
to heavy rubber bands suspended from a bar 
on a special apparatus fitted on the patient 
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prior to operation. The lassoing band and wire 
were removed on fhe thirty-fifth postoperative 
day. <A tendeney to recurrence disappeared 
after a course with blow bottles and a suction 
apparatus connected with the hospital air-sue- 
tion system. 

Alexander’s second case was that of a woman 
twenty years old, injured two years previously 
in an auto accident. The body of the sternum 
was removed from the second to the sixth rib 
with resection of the attached costal cartilages 
(as in figure 10). The resulting skeletal defect 
measured 9 x 6 em. The first operation was 
more extensive. Since the patient was a male, 


FIG: 11. 


sufficient cartilage was 
mediastinum. 

When these operations were done, Alexander 
knew of no previously devised technique for this 
deformity. In 1933 Carr* of Chicago reported 
a case in an unmarried female nineteen years 
old, who was operated upon by Head. He re- 
moved the left third, fourth, fifth, sixth, and 
seventh costal cartilages and the right fourth, 
fifth, sixth, and seventh, and resected the lower 
half of the sternum and the xiphoid process. 
Carr refers to another case in a boy thirteen 
years old, whose parents had not consented to 
operation. When a second operative case of 
Head’s ended fatally, Carr was not sure he 
wished to submit the boy to surgery. 

Garnier divides three or four costal carti- 
lages bilaterally and resects the body of the 
sternum by a T-shaped incision. (See figure 


left to protect the 


11.) Often the operation is done in two stages 
to minimize the risk of shock. Ombrédanne 
sometimes resects six or seven costal cartilages 
unilaterally. A metal vise or pince is placed 
around the sternum to which cords or wires 
are attached and suspended from a box placed 
on the chest for traction. 

Operations done for funnel chest in the last 
decade prove that it is possible to enlarge the 
thoracic cage anteriorly and free the organs 
from pressure in eases of congenital and trau- 
matie funnel chest in the child, the adolescent, 
and the adult. Garnier collected twenty-two 
cases operated upon since Meyer’s attempt with 
four deaths, a mortality of 18 per cent. Zahrad- 
niéek’s case and two others mentioned by Carr 
were the only other surgical cases found. 

As to age, there were nine children with one 
death, thirteen between the ages of sixteen and 
twenty with two deaths, and one case in a fe- 
male twenty-seven years old which ended fatal- 
ly. 


SUMMARY 


Four cases of funnel chest are reported. Three 
of these were congenital, one was traumatic. 
One of the congenital cases was treated surgi- 
cally. The operation described was undertaken 
on textbook authority which advocated surgery 
but offered no method of procedure. 

Subsequent research revealed two traumatic 
cases operated upon by Alexander who em- 
ployed an original and ingenious technique. An- 
other case was treated surgically by Head; 
these furnish the only suggestions from surgeons 
in this country. 

Cases of this disfigurement are not uncom- 
mon. <A relatively small number of patients 
suffer from serious cardiae and respiratory em- 
barrassment; they are sufficiently numerous, 
however, to demand surgical treatment and offer 
a stimulus to further study and effort. 

The frequency of tuberculosis as an intereur- 
rent disease warrants a corrective operation in 
early childhood. 
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DEMENTIA PARALYTICA AT THE 
BOSTON PSYCHOPATHIC HOSPITAL* 


A Survey of 2274 Cases 


BY MERRILL MOORE, M.D.,f AND H. HOUSTON MERRITT, M.D.t 


INTRODUCTION 


N an earlier study the authors estimated that 
syphilis of the nervous system was the cause 
of mental disease in approximately 9.3 per cent 
of the patients admitted to the Boston Psycho- 
pathie Hospital during a period extending from 
1912 to 1934. Furthermore it was found that 
patients with dementia paralytica constituted 
91.2 per cent of the cases with mental disease 
due to syphilis. It is the purpose of this article 
to present further studies on this series (2274) 
of patients with dementia paralytica. 


THE YEARLY INCIDENCE OF DEMENTIA PARALYTICA 


The yearly incidence of dementia paralytica 
from 1913 to 1934 inclusive is shown in figure 1. 


THE DISTRIBUTION , ACCORDING TO YEAR, OF 2274 CASES 
OF DEMENTIA PARALYTICA 
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FIGURE 1. 


As indicated in this figure, approximately 100 
patients with dementia paralytica were admitted 
each year. There were several outstanding ex- 
ceptions, namely 1917, 1918 and 1922 when re- 
spectively 128, 133 and 133 patients were ad- 
mitted, and 1913 and 1934 when only 50 and 
60 patients respectively were admitted. 


When figure 1 is simplified to indicate the ad- 
missions for four five-year periods (1914 to 1933 
inclusive) one sees very little difference in the 
four periods. There is, however, a slight de- 
crease in the number of patients with dementia 
paralytica in the last two five-year periods as 
shown below: 


1914-1918 488 males 87 females 575 total 
1919-1923 493 “ 97 “ 590 “ 
1924-1928 438 “ 74 bial 
1929-1933 406 “ 81 = 


*From the Department of Diseases of the Nervous System 
of the Harvard Medical School, the Boston Psychopathic Hos- 
pital, and the Neurological Unit of the Boston City Hospital. 

+Moore, Merrill—Associate in Psychiatry, Harvard University 
Medical School. Merritt, H. Houston—Associate in Neurology, 
Harvard University Medical School. For records and addresses 
of authors see “This Week's Issue,”’ page 131. 


The occurrence of this apparent decrease brings 
up two questions. Does it indicate a biological! 
change in the nature of syphilis, and if so is 
this change due to modern methods of diag- 
nosis and treatment? Neither of these ques- 
tions can be answered from the data of this 
series of cases. Other investigators have not 
found such a decrease. Hadden,? for example, 
found a 549 per cent increase in the five-year 
period 1924-1929 over a similar period from 
1914 to 1919. <A possible explanation of the 
apparent decrease in the number of patients 
with dementia paralytica admitted to the Bos- 
ton Psychopathic Hospital in the past decade 
may be made by reference to the fact that the 
growing use of lumbar puncture, and examina- 
tion of the cerebrospinal fluid, have led to earlier 
diagnosis and treatment by tryparsamide or fe- 
ver therapy in the general hospitals of this com- 
munity. 


THE SEX DISTRIBUTION 


A comparison of male and female patients 
with dementia paralytica is shown in figure 1. 
With rare exceptions the males constituted be- 
tween 80 per cent and 90 per cent (averaging 
&4 per cent) and the females between 10 per 
cent and 20 per cent (averaging 16 per cent). 
This gives a ratio of males to females of 5.25 
to 1. This ratio is of special significance when 
compared with the sex distribution among all 
first admissions where the ratio is only 7 to 6 
in favor of males. The overwhelming predomi- 
nance of the male sex in cases of dementia 
paralytica has been noted by all investigators.* 
The cause is, however, still obscure since the 
probable ratio of primary syphilitic infection 
among the sexes is not greater than 2 to 1 in 
favor of males. It has been postulated by 
Moore* that the explanation lies in the fact that 
some biological immunity may be conferred on 
female patients as the result of pregnancies. 
Some support to this hypothesis is offered by 
the studies of Wile’ and his co-workers who 
found that the excess of males over females 
was much less when the dementia paralytica de- 
velops at an early age, that is, before the child- 
bearing period. The figures of this series sup- 
port Wile’s findings but to a lesser degree. 


THE AGE DISTRIBUTION 


The age distribution of the 2.274 patients 
with dementia paralytica is shown in figure 2. 
It is a very striking fact that the great ma- 
jority of the patients were found in the two 
decades between thirty and fifty, with nearly 
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equal distribution between the thirty to forty, 
and the forty to fifty periods. There is a pro- 
eressive increase with each decade up to the 
fourth and a progressive decrease after the 
fifth. The values shown for the sixth, seventh 
and eighth decades are somewhat atypical due to 
the hospital’s policy of referring patients over 
fifty-four years of age to other institutions. 

It is of interest to note that seventy-one of 
the patients were less than twenty-five years of 
age. Of these seventy-one, all but fourteen were 
congenital cases. The youngest patient with ac- 
quired dementia paralytica was twenty-two 
years old. In practically all of the fourteen cases 
of acquired dementia paralytica below twenty- 
five years of age it was impossible to determine 
the exact date of the primary infection, but 


THE AGE DISTRIBUTION OF 2256 CASES OF 
DEMENTIA PARALYTICA 


Male 
Female 


3-9 


10-19 20-29 30-39 40-49 50-59 70-70 
years 


FIGURE 2. 
one patient who was twenty-three years old 


was known to have had his primary infection 
three years prior to the onset of the psychosis. 


THE CIVIL STATUS 


The civil status was determined in 2,231 of 
the patients as shown in table 1. The figures 
in this table do not indicate any special abnor- 


TABLE 1 


Tne Crvit Status or 2231 PATIENTS WITH 
DEMENTIA PARALYTICA 


Civil Status Male Female Total % 
Single ~ 541 75 616 27 
Married 1198 219 1417 64 
Divorced 33 11 44 bd 
Separated 12 3 15 1 
Widowed 89 50 139 6 

Total 1873 358 2231 100 


mality in the civil status of patients with de- 
mentia paralytica. This is in striking con- 
trast, however, to similar figures based on cases 
of dementia praecox or epilepsy. This can be 
readily understood since dementia paralytica 
is the result of an aequired infection and the 
psychotic symptoms do not become manifest 
until a good many years after the commoner 
ages for marrying. 


THE RELIGIOUS STATUS 


The religion professed by the patients was 
ascertained in 2,194 of the 2,274 patients with 
dementia paralytica, as shown in table 2. 


TABLE 2 


THE Re vicious STATUS OF 2194 PATIENTS WITH 
DEMENTIA PARALYTICA 


‘ 


Denomination Male Female Total % 
Roman Catholic 869 187 1056 49 
Protestant (all groups) 783 150 933 42 
Jewish 141 15 156 7 
Greek Orthodox 37 0 37 2 
Others 12 0 12 — 

Total 1842 352 2194 100 


The figures in table 2 show that approximate- 
ly half the patients with dementia paralytica 
were Roman Catholics and an almost equal 
number were of the Protestant faiths. Seven 
per cent were Jewish. These figures are not 
considered remarkable by themselves but are 
regarded mainly as representative of the reli- 
gious division among the local population. 


THE OCCUPATIONAL STATUS 


The former occupation was determined in 
practically every case studied. An analysis of 
the various occupational groups is not presented 
in this study because the patients admitted to 
the Boston Psychopathic Hospital with few ex- 
ceptions are for obvious reasons drawn from 
the marginal or dependent social groups. 


SUMMARY 


In the study of 2274 patients with dementia 
paralytica admitted to the Boston Psychopathic 
Hospital between 1913 and 1934 inclusive, the 
following facts were determined: 


(1) Approximately 100 patients with de- 
mentia paralytica were admitted annually. 

(2) This number constitutes about 8 per 
cent of the annual first admissions of patients 
‘‘with psychosis’’. 

(3) When these cases were grouped accord- 
ing to five-year periods, a slight progressive de- 
crease was noted in the two periods from 1924 
to 1933. 

(4) The ratio of males to females was as 
five is to one. 
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(5) The youngest patient, exclusive of the 
congenital cases, was twenty-two years and the 
oldest was seventy-nine years old. Over two- 
thirds of the patients were between the ages of 
thirty and fifty. 

(6) <A study of the civil status showed that 
approximately two-thirds of the total number 
had been married and one-third were single. 

(7) The religious denominations to which 
these patients belonged were Roman Catholic, 
49 per cent; Protestant, 42 per cent; Jewish, 


7 per cent; Greek Orthodox 2 per cent. 
CONCLUSIONS 


The above facts are stated in support of the 
following conclusions : 

Dementia paralytica is the cause of the psy- 
chosis in 8 per cent of first admissions to a 
state hospital for mental disease and there has 
been no significant change in the incidence of 
dementia paralytica in the last twenty years. 
Dementia paralytica occurs among patients of 


the male sex more than five times as often as 
in the female sex. The cause of this is not clear, 
but it indicates that the female sex may have 
some immunological resistance to the develop- 
ment of dementia paralytica. Dementia par- 
alytica is a disease of early middle life. The 
cause of this is obvious since the primary syph- 
ilitie infection usually is acquired in the eariy 
years of sexual activity and the tertiary symp- 
toms of dementia paralytica usually become 
manifest five to twenty years later. 


The authors wish to thank Dr. H. C. Solomon, 
Chief of the Division of Therapeutic Research of the 
Boston Psychopathic Hospital, for help and material 
he has given them in the preparation of this Survey. 
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THE PROPHYLACTIC VALUE 


OF VITAMIN D IRRADIATED 


AND VITAMIN D YEAST-FED MILK* 


BY R. CANNON ELEY, M.D.,f E. C. VOGT, M.D.,¢ AND MARY G. HENDERSON, R.N. 


HIS study was undertaken in an effort to 

determine the relative prophylactic values 
of two types of vitamin D milk when it was 
employed as the only source of antirachitic sub- 
stances in artificially fed infants, i.e., it was a 
“‘preventive’’ and not a ‘‘curative’’ study. 

During the period of observation, which began 
in January, 1935 and extended through May, 
1935, twenty-six infants were studied.t All 
infants were placed on vitamin D milk within 
the same week and therefore it was possible to 
follow the entire group for a period of five 
months. The age incidence of the patients at 
the beginning of the study varied from two 
weeks to twelve weeks. With the exception of 
three infants who had received one drachm of 
plain cod liver oil daily for four weeks, and 
three infants who had received a similar amount 
at irregular intervals for from two to three 
weeks, none of the infants had received any anti- 
rachitic substance. Ten were girls and sixteen 
were boys. The group contained one set of 
twins and three premature infants. 


The infants were secured through the ¢o- 
operation of the Brookline Friendly Society and 
were subjected to a physical examination at that 

*The expenses of this study were defrayed by the Wisconsin 
Alumni Research Foundation. 


+Two infants were omitted in the final analysis as the figures 
were not dependable. 


tEley, R. Cannon—Associate in Pediatrics and Communicable 
Diseases, Harvard University Medical School and School of 
Public Health. Vogt, E. C.—Instructor in Roentgenology, Har- 
vard University Medical School. Henderson, Mary G.—In charge 


of Child Welfare, Brookline Friendly Society. For records and 
addresses of authors see *“‘This Week's Issue,”’ page 131. 


clinic once each month. On each examination 
measurements of the fontanel, head and chest 
circumference, length and weight determina- 
tions were noted. Notes were also made in re- 
gard to dentition, muscular development, and 
activity of the baby. In view of the fact that 
slight rachitic changes are not always detecta- 
ble by physical examination, roentgenograms 
of both forearms were taken by a uniform tech- 
nic at the Children’s Hospital of Boston once 
each month and compared with the results of 
the physical examination. Such a_ procedure 
also made it possible to institute corrective 
measures at an early date should rachitice 
changes develop. Chemical determinations of 
serum phosphorus and calcium were not made, 
as one of the purposes of this study was to 
utilize only those procedures which were readily 
available to any practicing physician. 

In order to maintain a standard potency of 
the milk, biological assays were made at regu- 
lar intervals. The milk, which was delivered 
free to each family every morning, contained 
135 U.S. P. and 432 U. 8. P. vitamin D units; 
the former being obtained by irradiation and 
the latter by feeding the cattle known quanti- 
ties of yeast. Thirteen infants received the ir- 
radiated and fourteen the yeast milk. 

As an added precaution against possible er- 
rors occurring within the homes, the same nurse 
who assisted at the time of the physical exam- 
inations made weekly visits to the home of each 
patient at which time comprehensive notes were 
made regarding infections, preparation of the 
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formula and the disposition of the milk. No 
changes in the formula were made without per- 
mission of the doctor conducting the study. 
Each mother kept a diary in which she recorded 
the exact amount of the formula ingested by the 
infant at each feeding, thereby making it pos- 
sible to determine the number of vitamin D 
units taken each day through the period of 
study. 

The formulae consisted of whole milk, corn 
syrup and water and were altered only during 
infections or when it became necessary to in- 
crease the amounts on account of the increas- 
ing requirements of the babies. Antiscorbutic 
substances in the form of orange or tomato 
juice were added to the diet at appropriate 
periods as were cooked cereals and strained 
vegetables. Thus the diet met all of the known 
nutritional, mineral, and vitamin requirements 
with the exception of vitamin D which was sup- 
plied solely from the milk. In view of the fact 
that the greater part of this study was con- 


ducted at a time when the weather was of 
such a nature as to preclude sunbaths, and at 
a time when there was very little if any anti- 
rachitic value in the sun rays, one seems jus- 
tified in assuming that the only protection 
against the development of rickets would of 
necessity have to be supplied by the milk. 

The results of this study showed that none 
of the infants developed rickets either by clin- 
ical or roentgen-ray examination, regardless of 
which milk they received. In the majority of 
instances the rate of growth was within the 
accepted curve of normal growth and develop- 
ment. In view of these observations it would 
appear that both the irradiated vitamin D milk 
and the yeast-fed vitamin D milk were ade- 
quate as prophylactic measures. Although much 
has been said in favor of the milk containing 
the higher vitamin D content, yet the actual 
necessity of a milk containing this high content 
(when employed as a prophylactic measure) has 
not been satisfactorily established. 


TABLE 1 TABLE 2 
AGE OF INFANTS AT BEGINNING OF STUDY AMOUNT OF MILK* REPORTED TO HAVE BEEN TAKEN 
DaiLy DurINnG SPECIFIED AGE PERIODS 
Number of 
Infants Yeast Milk Irradiated Milk 
Yeast Irradi- | Age Periods Average Range Average Range 
Milk reo 1- 6 weeks 17 oz. 16-18 oz. 16 oz. 13-20 oz. 
From 2 days to 4 weeks 2 4 11-14 a 1633 “ 
Over 4 weeks and under 6 weeks 1 2 15-18 2a 
6 8 1 1 19-22 26 “ 21-30 “ 2. 
“ 10 “ “49 “ 1 0 27-30 2s“ 260" 
os \e oe is we hese figures represent the actual amounts of milk ingested, 
16 18 1 a exclusive of the water and corn syrup contained in the formula. 
TABLE 3 TABLE 4 


AVERAGE MONTHLY GAIN IN WEIGHT AND LENGTH* 


Yeast Milk Irradiated Milk 


Age No. Average No. Average 
in Weeks. of Monthly of Monthly 
at Second  In- Growth In- Growth 
and fants in fants in 
Subsequent Weight Weight 
Examina- and and 
tions Length Length 
1- 6 weeks 0 2 737gm. 1.6cm 
710. “ 3 496 gm. 2.2 cm. 
11-14 6 602 “ 356 
15-18 “ 1D * 29 * See 
19-22 “ 62:5 il gee * 
*Aoproximate 4 week periods. At each of these intervals 


the patients received a physical examination and a_ roentgeno- 
logical examination of the forearm. 


AVERAGE NUMBER OF U.S.P. Units oF VITAMIN D 
TAKEN DatLy* 


Yeast Milk Irradiated Milk 

Age No. Average No. Average 
in Weeks of Number of Number 
at Second In- of In- of 

and fants U.S.P. fants U.S.P. 
Subsequent Units Units 
Examina- of of 

tions Vitamin D Vitamin D 
1- 6 weeks 2 226 6 66 
7-10; * 6 287 9 74 
21-14- “ 9 290 11 86 
15-18 “ 11 315 12 100 
12 349 11 107 
23-26 342 8 111 
27-30 = “* 9 351 4 111 
31-34“ 4 359 3 102 


*Yeast milk contained at least 432 U.S.P. units per quart; 
irradiated milk contained at least 135 U.S.P. units per quart; 
as shown by repeated biological assay examinations at the 
Massachusetts Institute of Technology. 
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TUBERCULOSIS OF THE URETHRA, WITH REPORT OF A CASE 


BY IRA N. KILBURN, M.D.* 


UBERCULOSIS of the urethra is a condi- 
tion rarely seen, and reports in the litera- 
ture of such cases have been very meager in 
the past. Chute cites in Hinman’s Urology, 
that Panel reporting on 1455 autopsies found 
5380 to have tuberculosis of the urogenital or- 
gans, and that seven of these, or approximately 
1.75 per cent, had tuberculosis of the urethra. 
Chute believes that these cases are rare where 
the urethral lesions are prominent, citing one 
case where the signs and symptoms pointed to 
the anterior urethra, but there was a silent tu- 
berculosis of the rest of the urogenital tract. 
Pelouze claims that such a condition is not un- 
commen, and that these eases will have a chronic 
urethral discharge. Barney states that primary 
tuberculosis of the urethra is rare, but when the 
urethra is affected, there will be found evidence 
of tuberculosis elsewhere in the body. Von Berg- 
mann’s Surgery states that this condition is rare, 
but when present, it is combined with tubercu- 
losis elsewhere in the urogenital tract, or there 
is a generalized tuberculous infection. 
Tuberculosis of the urethra is not to be con- 
fused with tuberculosis of the glans penis, as 
Lazarus has reviewed the latter condition and 
terms it a primary infection, occurring either 
from coitus or from circumcision. The lesion in 
this instance is a large tuberculous ulceration 
occurring on any portion of the glans penis and 
extending into the urethra. Such must not be 
confused with the tuberculous infection of the 
urethra, as the latter is a secondary infection 
from some previously infected genital organ. 
Here also, as in the primary infection, there may 
be an ulceration on the glans penis, but this is 
always present at the meatus. Hinman states 
that males are more often affected with ure- 
thral tuberculosis than females. This can read- 
ily be understood, as the urethral infection is 
secondary to a previous infection of the genital 
organs rather than of the urinary organs. 


It is impossible for the tubercle bacillus to 
be introduced through the meatus into the ure- 
thra clinically, but reports by Walker show 
that it has been experimentally introduced, 
thereby causing the infection. The infection is 
a descending one, the posterior urethra being 
infected first, then the anterior portion, and 
finally the urinary meatus. The bulbous 
urethra is more often involved than the an- 
terior urethra. 

There are three successive stages of the dis- 
ease in the urethra; first, very minute tubercles ; 
secondly, large tubercles and ulcerations; third- 

*Kilburn, Ira N.— Urologist. Springfield Hospital and the 


Wesson Memorial Hospital, Springfield. Mass. For record and 
address of author “This Week's Issue,” page 131. 
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ly, the stage of caseation. Walker also states 
that as in all other tuberculous infections of 
the genital tract, the disease is seen to start 
just beneath the epithelium where there is seen 
a small cellular aggregation, which later invades 
the overlying epithelium and forms the minute 
tuberele which can be seen with the naked eye; 
an erosion of the epithelium soon occurs, and 
a tiny uleer is formed. The organisms at tlie 
same time invade the submucous tissues and 
finally the deeper tissues with the formation of 
a caseous infiltration more or less widespread. 
Pelouze mentions the lesions found in the pos- 
terior urethra as lymphoid-like masses, also 
ulcerations and cheesy infiltrations. As the proc- 
ess advances through the anterior urethra, the 
same changes occur here as in the posterior por- 
tion, and eventually the whole urethra becomes 
a rigid hollow tube as the result of deposits of 
calcium salts on these ulcerated areas. When 
the meatus’ and the region of the glans penis 
about the meatus become involved, the process 
of eventual ulceration starts as minute tuber- 
cles, which gradually spread, coalesce and may 
invade the deeper structures of the glans. As 
a rule these ulcerations are symmetrically placed 
on either side of the meatus, and instead of 
extending around the circumference of the 
meatus, extend down toward the frenum. It is 
doubtful if the intraurethral lesions ever break 
through to the outside of the penis. When the 
process has reached the stage where the urethral 
membrane and submucous tissues of the urethra 
have been invaded, there will always be an 
abundant purulent discharge. Pelouze says 
that when there is an apparently causeless dis- 
charge from the urethra, a diligent search should 
be made for the tubercle bacillus. From such 
a pathological condition one would expect to 
find a resulting stricture of the urethra as in 
the ureters, but this is not the case. Keves 
claims such to be rare, as does also Hinman who 
states that if a urethral stricture occurs, it will 
be in the end stages of the disease, the lesions 
having healed. 

In establishing the diagnosis of tuberculosis 
of the urethra, one will find that he is dealing 
with a long-continued, purulent urethral dis- 
charge which is inexplicable until a diligent 
search is made for the tubercle bacillus, and 
such will not be found in the smear of the dis- 
charge, but in the repeated centrifuged speci- 
mens of urine. There will also be a history of 
a previous tuberculous infection of the genital 
organs, rarely of the kidneys. There will most 
likely be evidence of a generalized tuberculous 
infcetion, and, if in the later stages of the lung 
infection, such may be of the miliary type. 
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Upon, palpation of the urethra through the 
penis, the typical ‘‘beaded’’ areas throughout 
the whole course of the anterior urethra will 
be felt. A persistent and spreading ulceration 
at the urinary meatus with exclusion of a 
chanere in the diagnosis, will make one suspect 
a tuberculous infection in the epididymis, or 
the seminal vesicles. Rarely are the kidneys 
infected when the urethra is involved. Night 
sweats have been observed, and a gradually in- 
creasing weakness with loss of weight will also 
be noted. This may be rapid if there is a mil- 
iary involvement of the lungs. Terminal hem- 
aturia has been mentioned by Hinman, this oe- 
curring only when the ulcerated stage was 
present. Hinman states that the symptoms will 
be present only when the stage of ulceration has 
occurred. There will then be pain and burning 
during and after urination. The symptoms are 
the same whether the infection is in the an- 
terior or posterior urethra. It is best to avoid 
instrumentation in the diagnosis of urethral 
infection, for if there is any traumatism, there 
will be an extension of the infection to other 
organs. If the lungs have not been infected, 
there is a possibility of a miliary infection be- 
ing initiated by the trauma of the passage of a 
sound, catheter or cystoscope, or a general in- 
fection through the blood stream. 

Little can be found in the literature about the 
treatment of tuberculosis of the urethra, es- 
pecially where there has been an involvement of 
the lungs. <As to the ulceration of the glans 
penis, two cases have been reported by Keyes; 
one cured by cautery, and the other by x-ray, 
but without evidence of involvement of the 
urethra. Surgical removal of the penis and all 
of the affected genital organs, as advocated by 
Young and also by Lazarus in his treatment of 
the primary infection, would seem to be the 
most effective treatment. 


A report of a case of tuberculosis of the 
urethra is herewith presented: 


c. E. B.. a married, white male machinist, aged 
fifty-eight, was admitted to the Springfield Hospital 
July 23, 1935. complaining of a purulent discharge 
from the penis, with extreme pain and burning on 


urination. Examination revealed an ulceration of 
the penis. The patient’s family history was irrele- 
vant. In 1931 he claimed to have received a blow 


on his scrotum. There was no swelling of the testicle 
at that time, but the pain in the scrotum was very 
severe and lasted about one week. In 1932 while at 
work, and exerting much force in using a wrench, 
he experienced another attack of pain in the right 
scrotum. Upon lying down for a while, the pain 
ceased. He does not think that the testicle was swol- 
len at the time. In August, 1933 he had a recurrence 
of the same trouble, while at work. The pain ceased 
when he engaged in lighter work. In January, 1934 
he resumed his previous strenuous work, with the re- 
sult that the pain recurred in the right testicle, and 
in addition his right scrotum was swollen, which 
at that time was diagnosed as a traumatic hydrocele. 


This condition persisted for some time and, in the 


early part of 1934 at another hospital, the right 
testicle was removed. It was found to be tuberculous. 
From that time until his admission to the Spring- 
field Hospital, he had frequency and extreme burn- 
ing on urination. About three months previous to 
admission to the hospital, a doctor passed a sound, 
after which there was increased pain and burning 
during urination, and also bleeding from the urethra. 
Following this he had bladder irrigations, after 
which he suffered from intense burning in his penis, 
with frequency of urination. At about this time 
he noticed a whitish discharge from his urethra. 
He denied having had chills or fever. He noticed 
a sore on his penis about three weeks before coming 
to the hospital. He stated that he had lost twenty 
pounds in the last four months and denied having 
had any night sweats until the last two weeks. 
About one month ago he noticed a dry, unproductive 
cough. About the same time he noticed that the 
end of his penis was very sore if anything came 
in contact with it. 

Examination showed a small, underweight man, 
not confined to bed. He did not appear to be very 
ill, and made no complaints other than pain on void- 
ing. His weight was about 100 pounds. His head, 
neck and eye examinations were normal, his pupils 
reacting to light and accommodation. 


The heart was negative. Blood pressure was 112/70. 


The lungs showed fine, crepitant rales over both 
apices, especially over the right. 


The abdomen was negative. 


The kidneys were not palpable or tender upon deep 
palpation. The Murphy sign was negative over 
both costovertebral areas. 


The penis showed a crescentic ulceration on either 
side and beneath the meatus, being symmetrical 
and having a yellowish base. There was no 
exudate from these, but they were tender to the 
touch. Size of ulceration was 2 mm. x 1 mm. 
The edges of the ulcer were slightly indurated. 
There was evidence of narrowing of the meatus. 
Upon palpating the underside of the penis, hard- 
ened indurated areas were felt along the shaft 
from the penoscrotal junction to the meatus, 
with slight tenderness. There was a scanty, 
thick, yellowish, purulent discharge at the me- 
atus. 


The right testicle was absent; the left testicle and 
epididymis presented no enlargement or areas 
of induration and were not tender to palpation. 
The prostate by rectal examination was small 
and very hard; the lower tip of the right sem- 
inal vesicle was hard and indurated. 


The reflexes were normal. 


Repeated examinations of the pus from the meatus 
showed no gonococci or acid-fast bacilli. The 
blood Hinton was negative. 


After repeated examinations of centrifuged speci- 
mens of urine, acid-fast bacilli were found one 
week after he had been in the hospital. He had 
many white blood cells and a few red blood cells 
in the sediment and many cocci. 


The temperature varied from 98-100° daily, and the 
pulse rate was 80-90 and respirations were 20. 


The blood count showed 7,750 W. B. C.: 4,010,000 
R. B. C.; and Hb. 65 per cent. 


The differential count and blood smear were nega- 
tive. 

August 5, 1935, the x-ray report of the chest . 
examination showed flocculent shadows through 
out the left lung, and a greater amount of den- 
sity in the right apex, with finer miliary shadows 
throughout the right lung. Diagnosis: Pulmo- 
nary tuberculosis. 


On 
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The discharge from the meatus decreased although 
the ulceration on the glans penis was spreading. 
The patient was kept out in the sun with the penis 
exposed to the suns rays, and while the pain was 
not so severe, the ulceration continued to spread. 
He was having night sweats. Due to the fact of his 
tuberculous infection, it was deemed wise to transfer 
him from the Springfield Hospital to the City Isola- 
tion Hospital. He was discharged three weeks after 
admission. He lived eleven days following his trans- 
fer. It was reported that after he left the Spring- 
field Hospital he had meningeal symptoms, and died 
in coma. Unfortunately, no postmortem examination 
was obtained. 


SUMMARY 


1. A case of tuberculosis of the urethra is re- 
ported. 
2. It is apparent from the literature reviewed 


that his is a rare condition which is not as- 


sociated with tuberculosis of the kidneys 
but of the genital organs. . 


3. Treatment must be by surgical intervention, 


which consists of removing the penis and 
entire genital tract, if a cure is to be ex- 
pected, and that only when the lungs are 
not affected. 
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A REVIEW OF MEDICAL LEGISLATION IN CONNECTICUT 
FROM 1911 TO 1935* 


BY HENRY N. COSTELLO, M.D.t 


OUR committee desires to present this report 

in the form of an historical review rather 
than as one from which conclusions may be 
drawn and recommendations made. The original 
intention of the committee was to review all 
bills pertaining to medical practice which were 
presented to the Connecticut General Assembly 
for the past twenty-five vears, to ascertain the 
fate of these bills, and also, if possible, to dis- 
cover the reasons why they were or were not 
enacted into law. 


Beginning with 1911 the first bill was House 
662, ‘‘An Act providing for the appointment 
of a state insanity commission whose duty it 
shall be to inquire into the sanity of an ac- 
cused who is to be defended upon the ground 
of insanity.”’ This bill was unfavorably re- 
ported and rejected. Today the court appoints 
a committee of physicians to pass upon the san- 
ity of the accused. 

House Bill 341 was ‘‘An Act concerning the 
distribution of drugs and medicines, providing 
that no person shall distribute any medicine, 
pills, powders, envelope or package containing 
any drug or poison in any street or highway, 
or from house to house.’’ Passed. 

The committee ‘‘On Public Policy and Legis- 
lation’’ considered some change in the practice 
of expert medical testimony and deemed it 
almost impossible to secure any legislation. 

House Bill 273 was an Act providing that 
doctors practicing their profession in New York 
State be allowed to practice in this state with 
certain conditions. Rejected. 

*The first half of this paper covers the subject from 1911 
to 1919 and was delivered at the annual meeting of the Hartford 
County Medical Association in April, 1935, and the latter half, 
from 1919 to 1935 inclusive, was read at the annual meeting 


of the Hartford County Medical Association in Hartford in 
April, 1936. 

+Costello, Henry N.—Gynecologist, St. Francis Hospital, Hart- 
ford, Conn. For record and address of author see ‘‘This Week’s 
Issue,” page 131. 


House Bill 330, An Act repealing an act con- 
cerning an operation for the prevention of pro- 
creation. Rejected. 

In 1913 there appeared more legislative ma- 
terial of a medical nature than in any other 
year. House Bill 642 was an act concerning 
personal examination of plaintiff in action for 
personal injuries, and was reported unfavora- 
bly and rejected because ‘‘no useful publie 
service’’ would be gained by the passage of this 
act. The right of the defendant for such ex- 
amination is usually conceded. The bill would 
have given statutory right to the defendant to 
demand such an examination, and under ex- 
isting law the plaintiff can protect himself from 
imposition through such examination and also 
from embarrassment if the plaintiff is a woman. 

Maltbie*. This bill provided that the court 
should appoint two examining physicians and 
failure to comply with the Court’s orders on 
their part would be considered ground for non- 
suit. 

House Bill 642 provided for the commitment 
of persons charged with crime who used insan- 
ity as the defense. The bill recommended that 
such a defendant be committed to the State’s 
Insane Asylum by the court and there his men- 
tal condition should be determined. The bill was 
rejected because it would be an infringement on 
the Constitutional Rights of the defendant in 
committing him to an insane asylum before be- 
ing adjudged insane. 

House Bill 647 was an act concerning expert 
medical witnesses in criminal cases. This pro- 
vided that no person ‘‘shall be qualified to give 
opinion as a medical expert witness in any crim- 
inal action until he shall have entered into a 
full and complete conference with the medical 
or surgical experts to be called by the opposi- 


*The Justice of the Supreme Court who wrote the decision. 
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tion as to the facts upon which he shall be asked 
to base an opinion.’’ This bill was copied after 
English Law. It was rejected by both the 
House and Senate. . 

House Bill 305 was an act amending an act 
concerning operations for the prevention of 
procreation. The committee recommended that 
this bill be indefinitely postponed. 

House Bill 446 was a bill requiring a special 
form of certificate when death occurred within 
a period of six months after the administration 
of any serum, antitoxin, or surgical operation, 
giving the date of the injection or inoculation 
and a statement of its probable or improbable 
relation to said death. Such certificate was to be 
filed with the Board of Health, and the said 
deaths to be tabulated in the annual reports of 
the Boards of Health. Rejected. 

Substitute for House Bill 445, An Act con- 
cerning the practice of Chiropody, providing for 
a Board of Registration and Examination of 
five members appointed by the governor, after 
recommendation by The Connecticut Pedie So- 
ciety. Specified conditions relating to the ex- 
amination of candidates and their education, 
together with the subjects to be covered, were 
incorporated in the bill. A definition of the 
practice of Chiropody was included with cer- 
tain restrictions. Not passed. 

An Act was introduced amending an act 
which would give Osteopaths the rights of re- 
ciprocal relations with Osteopaths in other 
states. This bill after stating the requirements 
necessary for an applicant to become licensed, 
namely, the ability to pass examinations to the 
satisfaction of the examining board in the fol- 
lowing subjects: ‘‘ Anatomy, Physiology, Path- 
ology, Gynecology, Obstetrics, Chemistry, Tox- 
icology, Hygiene, Public Health, and Dietetics, 
and the principles and practice of Osteopathy 
and such other branches as are taught in well 
regulated and recognized schools of osteopathy 
and deemed advisable by said board.’’ <A cer- 
tain exemption was incorporated to the effect 
that a license may be granted without such ex- 
amination to any person who has been in ac- 
tive and continuous practice of Osteopathy for 
three successive years in any other state who 
shall satisfy the board as to his fitness to en- 
gage in such practice. This bill was passed. 

House Bill 285. The Optometry bill simply 
called for examination and registration and 
was not opposed by the Legislative Committee 
of the Medical Society because the latter felt 
it was one step ‘‘to prevent fakirs from impos- 
ing on the public in the way of cheap eye- 
glasses’’. The optometrists agreed that they 
would insert a clause preventing anyone who 
received a license from using the title doctor 
either as a prefix or otherwise. Passed. 


House Bill 98; a bill concerning the practice 
of Naturopathy, was indefinitely postponed. 
(Naturopaths licensed in 1923.) 


Heuse Bill 296; was a bill exempting cancer 
from the provisions of the Medical Practice Act 
in the interest of a certain Mr. Main, as was 
also Bill 712 which would grant a special li- 
cense to one Barney Gilchrist of New Haven to 
treat canzer (in other words these two bills 
would grant the aforesaid men the right to 
treat cancer without the possession of a certif- 
icate of registration from the State Board of 
Health which certificate could be granted only 
after an examination). Both bills were rejected 
by both houses. 

1915 


Senate Bill 73 provided fer the appointment of 
a State Board of Chiropractic Registration and 
Examination, and defined its duties. It was re- 
ported unfavorably by the committee, rejected 
by the Senaté, and tabled by the House. 

House Bill 304 was an act concerning prac- 
tice of Naturopathy. It was reported unfa- 
vorably by the committee and indefinitely post- 
poned by the Senate and the House. 


1917 


Compulsory Health Insurance was consid- 
ered inadvisable by the House of Delegates in 
the Connecticut Medical Society and no bill 
was sent to the Legislature. 

The Committee of the State Society on New 
Examining Boards reported it inadvisable to 
urge any modification of principles underlying 
the Medical Practice Act of 1893, but recom- 
mended that one year hospital service be added 
as a qualification for license. 

Too short a space of time has been reviewed 
for your committee to offer any deductions or 
conclusions but there are one or two facts which 
are quite noticeable. (1) the temerity of these 
various groups interested in healing the sick 
is tremendous. Starting with what might be 


termed only part of the proverbial shoestring, 
absolutely void of any fundamental basic prin- 
ciple, they first build up a clientele among the 
‘cullible public, then go before the General As- 
sembly with bills for legislation, regulating 
and controlling their art (practical skill), or 
shall I say eraft (trade), certainly not their 
science (accepted facts as demonstrated by ob- 
servation or experiment). And the General As- 
sembly amazed at the following already built 
up by them, and knowing that that following 
is certain to grow, has granted legislation be- 
fore the practice becomes a real menace; at 
least that is what the legislators say. (2) Their 
tenacity is unlimited. Often repulsed at first, 
they appear at the next legislative session. prob- 
ably a little more modest than at first but nev- 
ertheless there, and willing to accept a very 
small portion of the loaf, but resolved each sue- 
ceeding time to seek more crumbs and even- 
tually aequire a whole loaf. 

The Optometry Bill of 1913, simply called 
for the examination and registration of optom- 
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etrists and the latter agreed to insert a clause 
which would prevent anyone who received a 
license from using the title Dr. as a prefix or 
otherwise. In 1929, however, they were given 
the legal right to use the prefix Dr. 


1919 


Thirty bills were introduced: Seven per- 
tained to detailed changes in the laws regulat- 
ing the Council of Health (the successor to the 
old State Board of Health), thirteen had to do 
with various sanitary measures in the State not 
of particular interest to the Connecticut Med- 
ical Society. Of the remaining bills H. B. 
153 and S. B. 140 provided for compulsory 
vaccination, except that no child should be vac- 
cinated if the parent objected. S. B. 124, made 
compulsory vaccination unlawful fer schools 
and S. B. 295 made it unlawful for both 
schools and state institutions. H. B. 405 was 
a resolution against the use of all serums and 
antitoxins and 8. B. 297 and H. B. 401 were 
acts regulating the practice of naturopathy and 
asking for the appointment of a Board of Na- 
turopathic Examiners. 

It is of interest to note here that it is the first 
time such a procedure has been mentioned, viz., 
that the Committee on Public Policy and Leg- 
islation was able to obtain through an excel- 
lent contact in the House (Dr. Higgins who was 
Chairman of the Committee on Public Health 
and Safety of the Legislature), copies of all 
the bills of Medical Legislation before the Leg- 
islature for consideration. 

The Committee on Deliberation decided to 
oppose those bills mentioned above and were 
successful in having all the bills rejected. The 
Chairman was Dr. P. H. Ingalls. 

1921 

Dr. E. K. Root, Chairman of the Committee 
on Deliberation. 

Twenty-nine bills were submitted to the Com- 
mittee for consideration and most of them were 
referred to the Commissioner of Health, as they 
were concerned with that Department. Those 
considered were as follows: A bill modifying 
the present statute concerning vaccination ; H. B. 
272, regarding vivisection and the Medical 
Practice Act. 

The vaccination exemption bill was not op- 
posed but a compromise was effected which re- 
sulted in the registration of all cases that con- 
scientiously object to vaccination so that they 
may be identified, isolated, and vaccinated in an 
emergency. 

House Bill 272, prohibiting vivisection, was 
opposed only by the Medical Society. No repre- 
sentative from Yale Medical School appeared. 
The bill was killed in Committee. House Bill 


860 and its substitute were the joint work of the 
Committee on the Requirements for the Prac- 
tice of Medicine, the Civil Code Commission 
and the Commissioner of Health. 


The story of H. B. 860 and its substitute is 
very interesting. It must have been evident to 
some in authority that all was not as it should 
be in the realm of the healing arts. A Legis- 
lative Commission known as the Civil Code Com- 
mission, which had been appointed by Governor 
Holeomb for the consideration of a Civil Code 
that would consolidate and simplify many vari. 
ous public administrative organizations, among 
them being the practice of medicine in its di- 
verse and one may say its illimitable phases, 
requested the Connecticut State Medical So- 
ciety to formulate a bill. The Committee on 
Requirements for the Practice of Medicine (Dr. 
Brown) and the Committee on Public Policy 
and Legislation did ‘‘formulate a bill represent- 
ing the views of the Connecticut State Medical 
Society and the Committee on Requirements in 
the matter of such a consolidation, but it was 
clearly understood at the time that the Com- 
mission should consider it in conjunction with, 
and after consultation with other organizations 
having authority to practice some phase of the 
art of healing the sick.’’ The Communication 
was thereupon drafted by the Civil Code Com- 
mission and it was introduced and published 
as H. B. 860. It was at once labeled by the 
public as emanating from the Connecticut State 
Medical Society, arrogating to itself all the 
privileges of practicing the healing art, and the 
storm broke immediately. The Civil Code Com- 
mission at once withdrew the bill and requested 
the State Board of Health to prepare a substi- 
tute bill which proposed to create an educational 
Board of Regents, similar to that in the State 
of New York. It was introduced by the State 
Commissioner of Health, Dr. Black. The Board 
of Regents was to be composed of the Commis- 
sioner of Health, Secretary of the State Board 
of Education, the Attorney General. and three 
persons appointed by the Governor, who were to 
act with the various Boards to determine the 
qualifications for licensure, to define the particu- 
lar branch represented by them and to examine 
such candidates as appeared before them. This 
bill was overwhelmingly defeated. 

To quote Dr. E. K. Root, ‘‘ As a result of the 
meeting of March 6, 1921, held in New Haven, 
it was decided that there should be no concen- 
trated effort made for a large attendance for 
the Committee hearing on March 23. It prob- 
ably would have made no difference had the 
profession been largely represented, for the bill 
was defeated by a very large vote. It seems 
fairly obvious to your Chairman that there is 
no demand outside of thoughtful members of 
the medical profession, certainly not among the 
public at large, for regulation or further legis- 
lation of medical practice. There is nothing 
in the attitude of the public to suggest that 
they desire any restriction on limitation of their 
individual liberty to employ at their will charla- 
tans, quacks, naturopaths, mental healers or, in 
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fact any variety of healer that can gain their 
confidence. It does not seem probable that any 
united effort on the part of the medical profes- 
sion is likely to alter the condition of affairs. 
Reform in this respect must come from the gen- 
eral public and not from the medical profession. 
for it is obvious that propaganda on the part 
of our profession is misunderstood and attrib- 
uted to selfish motives. Publie opinion is, as a 
rule, warmly in favor of scientific sanitary im- 
provements, of any regulations concerning 
purity of food, of the enforcement of municipal 
cleanliness and measures of similar broad scope 
for the improvement of public health. Any 
restriction of individual liberty in the choice 
of methods of healing will require a long course 
of education of public sentiment before it can 
be achieved.’’ 
1922-1923 

The Committee on Public Policy and Legisla- 
tion was inactive that year (an off year in the 
Legislature) but the Committee on Medical Ex- 
amination and Medical Education became in- 
terested in the subject of illegal licensure. In 
March, 1921, this Committee through its Secre- 
tary Dr. Robert L. Rowley, had written Dr. 
John T. Black, State Commissioner of Health, 
and by whom licenses were issued, that one of 
the examining boards, namely, the Eclectic 
Board, had examined and passed an applicant 
who had been graduated from a regular schoo! 
(College of Physicians and Surgeons in Bos- 
ton) in 1908, and had taken the examina- 
tion of the regular board eight times and each 
time failed to meet the passing mark of 75. He 
had been examined by the Eclectic Board, 
passed with a general average of 85.3, and was 
licensed in February, 1921. 


A communication at that time from the At- 
torney General declared that the license had 
been issued illegally and should be revoked. 
Eventually the license was returned to the 
Board of Health but an appeal was taken to 
the Legislature in 1923 asking for the restora- 
tion of the license. (Dr. Robert P. Hammie.) 
A similar appeal to the legislature was also 
made by another who had graduated from a 
regular school and presented himself to the 
Eclectic Board for examination and licensed. 
When the Board of Health canceled his license 
he appealed to the Legislature and the latter 
restored his license, being of the opinion that 
he had innocently made the mistake of appear- 
ing before the wrong examining board. 


Bold indeed were the transgressors. That 


same year the Committee on Medical Examina- 
tion and Medical Education received a com- 
munication from an attorney declaring that 
his client had not been justly dealt with by 
the Board and that unless that Board gave 
him the opportunity fer a hearing with refer- 
ence to a special examination for his client, the 


matter would be taken to the Legislature of the 
State. Eventually it was presented to the 
Judiciary Committee ‘‘with a good deal of sen- 
timent in favor of going over the head of the 
Examining Board and granting to the indi- 
vidual a license to practice in this State al- 
though no examination had been made to de- 
termine the person’s fitness to do so’’. This 
was the first time such an attempt had been 
made, but matters had come to such a pass 
that most anything was to be expected. Final 
action in this case was temporarily deferred in 
the Senate. 


It also became known at this time that for 
five years none of the examining boards had 
filed with the Commissioner of Health a list 
of the colleges acceptable to them as required 
by statute. The Board of Health was com- 
pelled by Statute to issue licenses when certifi- 
cates were filed by the examining boards to 
the effect that the applicants were qualified and 
were entitled to the same. The statute also 
stated that every applicant must be examined 
by a Committee representing the same school 
of practice in which the applicant was ‘‘grad- 
uated’’ but no list of approved schools had 
been forwarded by any of the boards so that 
there was no way to check as to whether an ap- 
plicant had been examined by the proper board. 

The previous year the American Medical As- 
sociation had attempted to bring before the 
public by means of an editorial the position oe- 
eupied by Connecticut and Arkansas with ref- 
erence to methods of medical licensure in these 
states. All the states but these two had abol- 
ished their separate boards of Eclectic Medical 
Examination or had limited their authority. 
There was some question as to whether the 
public was really interested. At least the 
press was not convinced that it was and that 
institution generally knows. To quote Dr. D. 
Chester Brown, Chairman of the Committee on 
Requirements for the Practice of Medicine: ‘‘T 
finally succeeded in securing publication of the 
editorial in the Danbury Evening News.’’ The 
article was placed rather inconspicuously on 
an inside page, in close proximity to an adver- 
tisement of ‘‘Tanlac’’ with an even more prom- 
inent new heading. 


1923 


In Dr. David R. Lyman’s Presidential ad- 
dress in 1923 he expressed the realization that 
from his tour of the county societies in the 
State there was ‘‘a universal feeling of dissat- 
isfaction with the general conditions governing 
the practice of medicine in this State and es- 
pecially with the attitude of the public toward 
us. I think that in general we feel that we 
have, so to speak, lost touch with the public. 
This is a condition disastrous, alike to our- 
selves and to the public, and demands our im- 
mediate attention. We recommend no 
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material change in the state organization but 
rather a better functioning organization so that 
it would be better informed with reference to 
medical legislation; we recommend that the 
County and City Societies have Committees on 
Public Policy and Legislation to function as 
subcommittees of the State Committee, and also 
that the County Secretaries meet with the State 
Secretary twice yearly, just before the County 
meeting, and consider the problems of the or- 
ganization.’’ By such a plan it was his hope to 
‘‘make our Society a very active factor in 
State affairs and regain in time the prestige 
which we have undoubtediy lost’’. It also be- 
came quite evident about that time that the 
General Assembly realized that there was a 
erying need for systematic control by the State 
of conditions governing the practice of the heal- 
ing arts, and that it (General Assembly) was 
in the mood to make some change toward that 
end, their belief being as follows: ‘‘The doctors 
are unable to get together on anything, so it is 
up to us to take the matter into our own hands.’’ 
The Judiciary Committee in conference with 
Dr. Eddy of Collinsville, the Chairman of the 
Committee on Public Health, drew a bill which 
proposed as follows: A Commission on Heal- 
ing Arts should be created which should pass 
on preliminary education and moral fitness of 
all candidates and should give all candidates for 
license in any legalized school a uniform ex- 
amination in fundamental medical education, 
embracing Anatomy, Pathology, Physiology, 
Chemistry, Hygiene, Histology, and Diagnosis 
and Prevention of Disease, including the pro- 
visions of the General Statutes concerning the 
protection of public health. It should then 
certify the candidate to his own board for ex- 
amination in whatever other subjects his own 
Board desired and no one could procure a li- 
cense without the certificate of both boards, and 
could be examined only by that Board with 
which he had originally registered. The prelim- 
inary board was to be composed of three laymen, 
and one representative of each of the six legal- 
ized cults—Allopathy, Homeopathy, Osteopathy, 
Eclecticism, Chiropractic and Naturopathy. 

When it became apparent that the bill could 
not pass, the State Society sought the aid of 
the State Osteopathic Society and they joined 
forees with the Connecticut State Medical So- 
ciety in a substitute bill, once they were as- 
sured that the State Society approved of so 
radical a change. Whether this was a fortunate 
step I leave to your judgment for although the 
new bill passed both House and Senate, it was 
nevertheless vetoed by the Governor (Temple- 
ton) and never became law. Nothing had been 
gained in improving conditions but in seeking 
the help of the Osteopathic Society we had been 
placed under an obligation to that group of 
which they expected to take advantage. They 
did so at a later date. 


The eclectic and unofficial representatives o: 
the osteopaths opposed the bill. This substitute 
bill did establish the principle of minimum pre- 
liminary medical education for all schools, also 
moral fitness and examinations only by the 
Board representing the school from which the 
appheant was graduated. 

1924 

The Governor vetoed the substitute bill, also 
one which was to validate the licenses of twenty 
physicians practicing in this State with licenses 
that had been obtained in violation of law, 
according to the opinion of the Attorney Gen- 
eral. 

In vetoing the Medieal Practice Act of 1923 
Governor Templeton acted wisely for it would 
still leave the door open for that large number 
of doctors, apparently graduates of low-grade 
medical seheols, to floek to Connecticut, be li- 
censed and allowed to practice. But, fortunately 
for the State, events began to happen which 
demanded serious action. One of the gradu- 
ates of the diploma mills was arrested and 
charged with manslaughter as the result of an 
ether death and the information obtained by 
the St. Louis Star through the investigation of 
the diploma mills by one of its staff (Mr. Brun- 
didge), pointed to Connecticut as the haven to 
which the graduates of the diploma mills has- 
tened in largest numbers. But remember all 
this information had been offered to the public 
and to the press one year before by the Med- 
ical Society, but no one was interested. When 
it came from a source outside the profession, 
it attracted serious consideration. 

What followed is probably well remembered 
by most of you who were in practice then. At 
the request of State Attorney Alcorn, ‘‘The 
Superior Court of Hartford County appointed 
a Special Grand Jury with almost unlimited 
power to investigate the whole question of 
qualification and practice in the healing art in 
this State. On the evidence disclosed 
the Special Grand Jury requested a revocation 
of 175 Medical licenses, about half of which 
were held by persons outside of Connecticut.”’ 
Appeals against the decision were immediately 
filed in seventy-six cases and I believe there 
are still some of those persons practicing whose 
appeals are now pending. At last the publie had 
become aroused by the fact that there were 
many practitioners in the State, ‘‘graduates’’ 
of schools that were absolutely unable to give 
their students a reasonable and proper eduea- 
tion in the medical sciences. What the pro- 
fession had been unable to do, the sources out- 
side the profession accomplished. 

The responsibility of formulating a new 
bill that would provide for the safety of the 
people of Connecticut, through the requirements 
of a reasonable educational standard on the 
part of those who wished to practice in any 
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branch of the healing art, was then given over 
to this Special Grand Jury. It has been said 
that no bill was ever presented to a Connecti- 
cut Legislature in more impressive manner or 
with more support from citizens of responsibil- 
ity and organizations of representative people 
throughout the State. Since the introduction of 
this bill, however, selfish interests have been at 
work, and through their influence the Judiciary 
Committee of the Legislature is expected to re- 
port unfavorably on it. At the same time it 
is expected that the Judiciary Committee will 
report as a substitute a Committee bill which 
will provide for the more essential features in 
the Grand Jury Bill and give to the people of 
Connecticut much better protection against ig- 
norant practitioners than is given under the 
present law. The cost of the special Grand 
Jury Investigation was from $70,000 to $80,000. 

Many bills on vaccination, sera, guaranteeing 
purity, ete., were presented. Fifty-five separate 
bills were introduced to validate the certificates 
to practice medicine issued on recommendation 
of the Eclectic Examining Board to a person 
named in each bill. These bills were unfa- 
vorably reported. Many other bills pertaining 
to Osteopathy, Chiropractic, and Naturopathy 
were before the Legislature. One in particular, 
that all hospitals receiving State aid should be 
thrown open to the practitioners of. all legalized 
healing arts was rejected. 


1926 

The bill creating the State Board of Healing 
Arts, a lay board to conduct examinations in the 
basic sciences of all applicants for a license to 
practice in any branch of the healing arts was 
passed. (The Connecticut Examining Board 
now examines the applicants from the allo- 
pathic or regular schools.) Certificates from 
the National Board of Medical Examiners were 
legally accepted. 


1927 

The report of President Frank H. Wheeler 
regarding the Medical Practice Act passed in 
1925 is of interest. At the Annual Congress 
on Medical Education, Licensure and Hospi- 
tals Dr. Ed Evans of LaCrosse, Wis., remark- 
ing on the law in his state said, ‘‘Seventeen days 
after the Wisconsin Act became law, Connecti- 
eut passed a similar law, but the genesis of 
the two was different. The Connecticut law 
was the result of the typical American reac- 
tion—laxity, scandal, outraged public opinion, 
a stringent vet effective law. In Wisconsin the 
basic science act was the outgrowth of serious 
study by the House of Delegates and Council 
of the State Medical Society, and education 
brought about by the Wisconsin Anti-Tubereu- 
losis Association.”’ 


Laxity, seandal, outraged publie opinion,— 


what an indictment against Connecticut! (See 
Committee Report by Dr. Robert L. Rowley.) 

Many bills to validate the licenses of certain 
eclectic physicians both in.1925 and 1927 legis- 
latures were defeated and at that time thirty 
to forty eclectic physicians whose licenses were 
revoked by the Special Grand Jury in 1923 were 
allowed to continue to practice while their ap- 
peals were pending in Court. 

In 1926 the Committee on Medical Defense 
recommended that the Society at the next Leg- 
islature present a bill limiting the contract as- 
pect in a suit against a physician, dentist, sur- 
geon and hospital, to one year. The Supreme 
Court had just ruled that suit might be brought 
any time within six years. The bill roused 
much interest among the physicians in the state 
and especially in Hartford, yet at the hearing 
before the Legislature one physician was there 
as its sponsor, viz., the Chairman of the Com- 
mittee on Publie Policy and Legislation, Dr. 
Robert L. Rowley. May I quote from his re- 
port; ‘‘The bill met with considerable oppo- 
sition from lawyers of a certain type, and it 
was finally rejected. Apparently your Chair- 
man was mistaken in his notion that the phy- 
sicians were interested in this proposed legisla- 
tion.”’ 

Many bills were introduced proposing new 
features or amending the law concerning prac- 
tice in the various branches of the healing 
arts. Practically all were rejected by the Ju- 
diciary Committee and a substitute bill, brought 
in by that Committee which was passed just at 
the close of the session, provided for uniformity 
in the issuance and revocation of licenses for 
practitioners in all branches of the healing arts 
and also provided for the annual registration 
with the State Board of Health, with the annua! 
fee of $2. - 

Many good features appeared in the bill, as 
the control by our examining board over those 
of the regular school with reference to revoca- 
tion and suspension of license or otherwise dis- 
ciplining a physician for any one of a number 
of specific causes. 

The principle of annual registration of all 
practitioners of the healing arts is something to 
be approved. It has its advantages especially 
for the public as a means of protecting it against 
illegal practitioners, but the expense for this 
protection is paid for by the registered practi- 
tioners. For the first time so far as the rec- 
ords show, the active service and assistance of 
each Committee on Public Policy and Legisla- 
tion for each County Association was enlisted. 


1929 
An Amendment to the Statutes of Limita- 
tions was secured under which action to recover 
damages for injury to person or property could 
be brought against physicians, hospitals and san- 
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itaria within two vears after the date of such 
injury (instead of six years as it was pre- 
viously ). 

Annual Registration with $2.00 remained un- 
changed except to exempt those who are re- 
tired and those who labor without compensa- 
tion. No action was taken to eliminate it with 
reference to physicians. 

The optometrists became Doctors provided 
only that they appended to their name, initials 
or words indicating that they were optometrists 
only. 

The naturopaths and chiropractors sought 
the right to sign death certificates. The first 
failed but the second group sueceeded in the 
passage of the bill through ‘‘effectual lobbying 
and a friend or two at court’’. But it awaited 
the signature of the Governor. The osteopaths 
obtained the right to practice medicine and sur- 
gery provided they passed the examination in 
medicine and surgery given by the Connecticut 
Medical Examining Board (our Board). 

Thus we have a group who are not M.D.’s 
and are permitted to take the examinations in 
part of another board, not representing the 
branch of the healing arts of which they are 
graduates. This bill was not opposed by the 
State Medical Society after conference with a 
special committee so appointed by the presi- 
dent, but may I recall to your memory the 
fact that we had solicited their aid in attempt- 
ing to pass a medical practice act in 1923. 


1931 
Elias Pratt, was Chairman of the Committee 
on Publie Policy and Legislation. 

May I here quote from the Committee Re- 
port of 1931. ‘‘The employment of a paid at- 
torney for the Society during the session of the 
General Assembly was discussed by the Commit- 
tee, alone and in conference with the Council; 
the final answer was the employment of such 
a person during the present. session—somewhat 
as an experiment—but chiefly because it was 
feared legislation would be introduced in such 
away that the Society would have no opportu- 
nity to oppose it or take proper measures. Full 
evaluation of this procedure cannot as vet be 
given. If it proves its worth, measures must 
be taken to provide a legislative fund for the 
Society.”’ 

Of the many bills which came up for hearing 
those of most interest to those practicing medi- 
cine are as follows: 

S. B. 212—An Act amending an Act concerning 
Annual Registration of Practitioners of Heal- 
ing Arts. This act exempted those practicing 
nursing without pay from the annual fee but 
not from annual registration. Passed. 

S. B. 213—An Act amending an Act concerning 
Medicine and Surgery. By this Act there was 


afforded a basis for action against any new or 


sporadi¢ groups which might appear and claim 
the right to practice under the too general ex- 
emption clauses of the present law. These 
changes all constituted a considerable forward 
step in strengthening the present practice. 


S. B. 496. An Act concerning the Limited Li- 
censing of Hospital Medical Officers. ‘* This bill, 
introduced at the request of the New Haven 
Hospital and the Yale University School of 
Medicine, was heard before the Committee on 
Public Health and Safety February 26, 1931. 
It would provide a. form of limited registration 
without examination for internes and medical 
officers in hospitals and institutions maintained 
by the State, county or municipality, or in hos- 
pitals or other institutions incorporated under 
the laws of the State; entitling the holder to 
practice medicine only in the work of the hos- 
pital or other institution designated in his lim- 
ited certificate, under regulations established 
by the hospital or other institution. 

This bill was so loosely drawn and so at vari- 
ance with existing law, without providing for 
repeal thereof, as to render it unacceptable on 
its form alone. It was submitted without ref- 
erence to the medical profession for comment or 
criticism. Not passed. 

H. B. 978. An Act amending an Act concerning 
Doctor’s License Fees. This bill was presented 
by the Committee on Public Policy and Legis- 
lation of the Fairfield County Medical Asso- 
ciation despite the official action of the House 
of Delegates of the Connecticut State Medical 
Society and sought the removal of the $2.00 
annual registration fee for practitioners of med- 
icine and surgery. This bill was unfavorably 
reported by the Legislative Committee because 
that committee was aware of the action taken 
by the House of Delegates of the State Society. 
1932 

To quote the Committee on Medical Exam- 
iners and Medical Education: ‘‘Five osteo- 
paths took the examinations; two wrote surgery 
and three, medicine and surgery; there*was a 
total of three failures or sixty per cent.”’ 


1933 


Sanford H. Wadhams was the Chairman of the 
Committee on Public Policy and Legisla- 
tion. 


‘In all but one instance, the policy of the 
Committee has been to give the legislators, 
through appearance at the Committee hearing, 
the attitude of the Society upon any given 
measure and the reasons therefor, and to do 
nothing further, except through occasional in- 
formal discussions or comments with individual 
legislators. The full estimate of the results of 
this policy cannot vet be determined for many 
of the measures in which we were particularly 
concerned, have not been fully or finally acted 
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policy has been considered sufficient, or all that 
we could properly take, it is becoming more evi- 
dent that an organization of the profession for 
personal contact with the individual legisla- 
tors at their homes will be necessary. Certain 
individuals believe that the Society should em- 
ploy an attorney to handle all legislative mat- 
ters in real political fashion; your Committee 
has not vet been brought to that conclusion. 

‘*Cult legislation was not a source of much 
concern during the 1933 session. The Chiro- 
practors had a bill which would permit them 
to sign death certificates, one which would clas- 
sify them as ‘physicians’ under the meaning 
of our law and grant them certain additional 
privileges, and a bill which would permit them 
officially to treat compensation cases. These 
measures were all rejected, the first two largely 
through the representations of the State Com- 
missioner of Health; the compensation measure 
by the Compensation Commissioners and the 
Manufacturers’ Association, this Society not 
being recorded in this instance.’’ 

Four Acts were presented concerning prop- 
erty exempt from attachment and execution. 


Among the items specified were ‘‘the horse 
of any practicing physician or surgeon of a 
value not exceeding $200.00 and his saddle, bri- 
dle, harness and buggy’’. These bills all sought 
to modernize these exemptions about as fol- 
lows: ‘‘to exempt a physician’s automobile used 
in conduct of his business, his tools, instru- 
ments, equipment, ete.’’ These bills were all 
reported unfavorably by the Committee and a 
substitute bill drawn and passed which simply 
deleted from the existing statute the phrase re- 
garding the physician’s horse, saddle, bridle, 
harness and buggy. It would seem to have 
been a modernizing of the statute to the phy- 
sician’s disadvantage by omitting him alto- 
gether. 

S. B. 152—An Act concerning Practicing Medi- 
cine and Surgery without a License. This was 
a State Department of Health bill, increasing 
the penalty provisions, to provide for first of- 
fense a prison sentence of not more than one 
year in the place of the prescribed fine or in 
addition thereto; and for subsequent offenses, 
to increase the maximum prison sentence from 
ninety days to one year. Thus the penalty was 
changed from a monetary fine to confinement. 


H. B. 1161—An Act to remove the fee for An- 
nual Registration of Practitioners of the Heal- 
ing Arts. ‘‘This was the Society’s bill for re- 
moval of the two dollars annual registration 
fee, without interference with registration, 
based on the principle that registration was a 
protective measure for the people of the State, 
the expense of which should not be borne ex- 
clusively by the practitioners; and further, the 
moneys from this registration were not used ex- 


prosecutions, and costs of registration. The 
nurses were particularly active in support of 
this measure, the fee being an actual hardship 
to many of these women at present. As was an- 
ticipated, the necessity for income from any and 
all sources for State maintenance produced an 
unfavorable report from the Committee on Pub- 
lic Health and Safety, and rejection by the Lee- 
islature. This bill must be continuously intro- 
duced in each General Assembly, until it is ae- 
cepted.”’ 

To quote Dr. Murdock, Secretary of the Com- 
mittee on Medical Examination and Medical Ed- 
ucation, ‘Six osteopaths took the examinations, 
one in surgery and five in medicine and sur- 
gery, and there were five failures.”’ 

1935 

The proceedings of the Connecticut State 
Medical Society have not yet come off the press 
and only a few bills can be reported for the 
Session of 1935. <A bill to revoke the annual 
$2.00 registration tax received the same fate 
as its predecessors and was unfavorably re- 
ported by the Committee. 

A bill was introduced and heard before the 
Judiciary Committee asking for parity between 
the physician last in attendance and the pres- 
ent preferred claimants in insolvent estates. 
This bill also was reported unfavorably by that 
Committee. 

At present the list of preferred claimants in 
insolvent estates comprises the Probate Court, 
the administrator and the undertaker. Their 
claims must be paid first and the physician at- 
tendant during the last illness heads the next 
group of preferred claimants. 

The story of the hearing on that bill would 
make a very interesting chapter which time 
does not permit in full, but when told it will 
reveal the type of justice the medical profes- 
sion may expect from the ordinary legislative 
committee. (Physicians were here advised to 
attend Probate Court hearings. ) 

What could be said of the so-called Coroner’s 
Bill would consume hours and lest I appear to 
make this too personal a matter, I shall give 
only a few of the high lights of the whole pro- 
cedure. In the endeavor to lower the expenses 
of the administration of the state, the Coroner’s 
system was one of the first to draw the attention 
of those so interested and a bill was introduced 
and a hearing held before the Judiciary Com- 
mittee which would entirely do away with the 
office of the Coroner and make the office of Med- 
ical Examiner one of appointment every three 
years by the Superintendent of the State Po- 
lice. It was said that this bill originated in 
the Judiciary Committee but, after the hearing, 
it was declared unsatisfactory and a substitute 
bill was drawn. This substitute bill did not 
eliminate the office of Coroner but placed such 
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Coroner under salary, as well as the Coroner’s 
secretary. It raised the Coroner’s remunera- 
tion in one county by $1900 and lowered it in 
another by the same amount. In all, this bill 
saved $700 in Coroner's fees. It reduced the 
Medical Examiner’s fees of $10 for an external 
examination to $5. The previous vear the 130 
medical examiners of the State had received in 
fees $40,000. This bill then was to save for the 
state $700 in Coroner’s fees, and $20,000 in 
Medical Examiner’s fees. Just another exam- 
ple of what our profession may expect from a 
certain type of politician. I use the term ‘‘cer- 
tain type of politician’’ for I would like to say 
here that there were some members of the state 
senate who, knowing something of the respon- 
sibilities of the office, labored valiantly against 
this bill inspired by a sense of justice, but they 
were in the minority. Ungrateful indeed would 
I be, were I especially at this time not to men- 
tion the part played by the officials of our Coun- 
ty Association and especially its president. Con- 
sidering the whole procedure as an affront to 
the entire medical profession as well as an in- 
justice to the medical examiners, he not only 
publicly denounced it through the press but 
wrote the Secretary of our State Society ae- 
quainting him with the facts and requested Dr. 
Comfort to write in protest to the Governor. 
This was done, but for naught. The Governor 
was also asked for a special conference so that 
he too might have the facts and possibly veto 
the bill, but the conference was refused. 

And so we come to the end of a review of 
medical legislation in this state, over a period 
of twenty-five vears. And what are the facts 
to be gleaned from such a résumé? 

(1) That the men who have labored with 
these legislative problems have done so against 
professionally organized groups, great odds and 
practically unassisted. 

(2) That the various cults became not in 
the least discouraged with the exposures of 1923, 
that their power has increased year by year as 
shown by some new piece of legislation favor- 
able to them, but that the number of the vari- 
ous cults has probably now become fixed by 
statute. 

(3) That the publie has been fairly well ed- 
ucated in matters pertaining to public health 
and preventive medicine but is absolutely igno- 
rant of its debt to the medical profession 
(gratuitous ward service, free clinics, increase 
of high standards of training, and so forth). 

(4) That the prestige of the medical pro- 
fession today is at its lowest ebb among leg- 
islators and that they recognize only power— 
the power of organization. 

And finally, that our greatest problems are 
awaiting us. And how are we to meet these 
problems? 

(1) By educating the public. Inform the 
public by monthly press notices issued by the 


County Association as to the publie services 
rendered in hospital wards, clinics, flood emer- 
gencies, and so forth. 

(2) By medical representation in the Gen- 
eral Assembly. Let each County endeavor to 
seat one of its members in the Legislature. Doe- 
tors have been members of the General Assem- 
bly before (Dr. Higgins and Dr. Eddy), and 
were of great assistance. <A friend at Court is 
a great asset. 

(3) By advice and assistance from outside 
the profession. Give those members of the 
County and State Committees on Public Policy 
and Legislation the legal assistance they should 
have. 

(4) By an iron-bound organization. Make it 
possible for every member of the State Society 
to know and express his opinion on legislation 
pending so that he will become ‘‘organization 
conscious’’.* And make it possible to use the 
potential power of such an organization so that 
if ever the State Society refused en masse to 
pay the $2 annual registration tax, the first 
prosecution would immediately stop the gratui- 
tous work in all the ward services in all the 
hospitals in the state and at the threat of State 
Medicine be so enabled to present such a united 
front as to make it possible for us to have a 
hand on the controls of our medieal destiny. 


RESOLUTION NO. VII 
PRESENTED TO HoUSE OF DELEGATES May, 1935 


“Resolution Concerning Special Meetings of the 
House of Delegates and County Associations to con- 
sider bills pertaining to the Medical Profession pend- 
ing before the Legislature.” 

Presented by Henry N. Costello, M.D., Hartford, 
Delegate from the Hartford County Medical Associa- 
tion. 

“Resolved—That the Council present at the next 
annual meeting such changes in the By-Laws 
as will be necessary to effect the substance of 
the following resolutions: 


“Resolved—That the County Associations shall 
hold a winter meeting during the last week of 
January of each legislative year so that each 
County Association shall learn from its Legisla- 
tive Committee the nature of the bills pending 
before the Legislature and that each County 
Association shall take action on each bill and 
instruct its delegates as to the association’s desire 
regarding each bill, so that then the delegates 
may ‘carry out the desire of the County Associa- 
tions in the House of Delegates. 
“Resolved—That the House of Delegates of the 
Connecticut State Medical Society shall hold a 
special meeting within the first five days of 
February of each legislative year to learn the 
desire of each County Society with reference to 
each bill pending before the Legislature, and 
take action on these bills in order that the Com- 
mittee on Public Policy and Legislation of the 
State Society or its representatives at the Legis- 
lature shall know what the opinion and desire 
ot the State Society, as a whole, are in respect 
to each bill.” 


Recommendations were tabled. 


*See resolution at the end of this paper. 
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CASE 22291 
PRESENTATION OF CASE 


A seventy-three year old American woman was 
admitted complaining of pain on the left side 
of the abdomen and back. 


The patient was well until six months before 
entry, at which time she became aware of a sen- 
sation of soreness in the lower sternum when 
she folded her arms across her chest. This sen- 
sation gradually shifted downward into the left 
upper abdomen and two months before entry it 
became dull and aching in character. The ache 
was inconstant and was brought on by move- 
ment. More recently it became constant, boring 
in character, and radiated to the left back. Oc- 
casionally there was sharp and shooting radia- 
tion to the left shoulder. During the week 
preceding entry there were mild colicky pains 
localized to the left upper quadrant. The 
sternal discomfort had disappeared. Just be- 
fore coming to the hospital she was unable to 
lie prone because of the pain and she discov- 
ered also that coughing and deep inspiration 
aggravated the discomfort. For several months 
her bowel movements had been irregularly cos- 
tive, but four days before admission she sud- 
denly developed loose watery diarrhea with 
movements occurring about eight times daily. 
The stools were dark brown and contained oc- 
casional hard pellets and some yellowish mu- 
cus. There were no bloody or tarry stools. Ree- 
tal urgency was at times so great as to verge 
upon incontinence. Her appetite was unim- 
paired and there was no nausea or emesis. Her 
weight had diminished from 150 to 111 pounds 
during the preceding ten months. 


She had had an appendectomy performed 
twenty-one years before entry and an operation 
for gallstones a year later. Three years ago 
she had pruritus and polydipsia and was told 
by a physician that she had diabetes mellitus. 
She was given a diet and her urine was checked 
at intervals. 

Physical examination showed a frail, emaci- 
ated elderly woman in no acute discomfort. 
The fundi showed a small patch of retinitis on 
the right side. The retinal vessels were nar- 


was edema of both ankles. 

The temperature, pulse, and respirations were 
normal. 

Examination of the urine showed a specific 
gravity of 1.035. There was no albumin but a 
yellowish-green precipitate was obtained with 
Benedict’s solution. The sediment contained 
many white blood cells and epithelial cells. The 
blood showed a red cell count of 3,760,000, with 
a hemoglobin of 60 per cent. The white cell 
count was 7,750, 82 per cent polymorphonu- 
clears. Stool specimens were normal in color, 
liquid to putty in consistency, and gave posi- 
tive reactions to the guaiac test. A Hinton test 
was negative. The nonprotein nitrogen of the 
blood was 32 milligrams. The serum protein 
was 5.4 per cent. A COs combining power was 
53 volumes per cent. The chlorides were 94 
cubic centimeters. An 11 a. m. blood sugar 
estimation was 234 milligrams. An electrocar- 
diogram showed left axis deviation with rather 
small complexes. 

A barium enema passed to the cecum with- 
out delay. The colon showed marked spasm in 
the region of the sigmoid and numerous diver- 
ticula were demonstrated in this region. Later, 
a plain film of the abdomen showed considerable 
gas in the stomach and a moderate amount in 
the region of the splenic flexure and distal trans- 
verse colon. No dilated loops of small intestine 
were present. There was retained barium in the 
diverticula. 

The patient’s diabetes was moderately well 
controlled so that frequent urine specimens were 
sugar-free, although an occasional green precip- 
itate was obtained with the Benedict test. The 
blood sugar, however, remained between 177 and 
232 milligrams. Repeated stool examinations 
showed positive reactions to the guaiae test and 
some were grossly bloody. The temperature 
showed occasional rises to 100° but for the most 
part remained normal. A proctoscopy showed 
normal rectal mucous membrane. With symp- 
tomatie treatment the diarrhea gradually les- 
sened. The patient’s general condition im- 
proved slightly although her abdominal discom- 
fort persisted and she required repeated doses 
of opiates for relief. One month after entry 
an exploratory laparotomy was performed. 


NOTES ON THE History 


Dr. George A. LELAND: <As we will see in 
a moment, the pain was in the upper part of 
the left abdomen. That is always a very in- 
triguing area from which to start upon a diag- 


| 
| 
| 


124 CASE RECORDS OF THE MASSACHUSETTS GENERAL HOSPITAL WN. 


JULY 16, 1936 


nostic journey because it is not common to have 
abdominal pain center there. 

‘*She became aware of a sensation of soreness 
in the lower sternum when she folded her arms 
across her chest.’’ That symptom does not in- 
dicate much to me up to this point, but I would 
call your attention to the facet, if you will skip 
down to the last sentence, that her weight had 
diminished from 150 pounds to 111 pounds dur- 
ing the preceding ten months. I think we should 
assume that the present illness began four 
months prior to the six months’ period of dis- 
comfort which she had been noticing. 

So far we have evidence of pain which be- 
van as soreness in the sternum and then became 
an ache, boring in character, which became more 
and more constant and which radiated to the 
back, indicating presumably close attachment to 
the posterior abdominal wall. 

‘*Oceasionally there was sharp and shooting 
radiation to the left shoulder.’ That would 
suggest perhaps irritation of the diaphragm of 
which we have further evidence later on. 

During the week preceding entry there were 
mild colicky pains localized to the left upper 
quadrant.’’ That suggests the possibility of 
bowel irritation. 

‘* Just before coming to the hospital she was 
unable to lie prone because of the pain and she 
discovered also that coughing and deep inspira- 
tion aggravated the discomfort.’’ That is more 
evidence of diaphragm irritation and by the 
same token if there was something growing there 
it was apparently increasing rapidly, because 
she could not withstand pressure on the abdo- 
men. 

Then we come to a new chain of symptoms. 
She suddenly developed loose watery diarrhea, 
with movements occurring about eight times a 
day. That certainly puts the spotlight on the 
large bowel in the vicinity of the left upper 
quadrant. 

The hard pellets were perhaps gallstones 
coming down from a left-sided gallbladder. Per- 
haps she had been taking some patent medicine 

‘‘every tablet produces a gallstone in the 
stool’’—or the pellets may have been fecoliths 
coming from the rugae of the large bowel or 
from some diverticula. The yellow mucus sug- 
gests some chronic condition of the bowel. 

‘‘Her appetite was unimpaired and there was 
no nausea or emesis.’” That would rather seem 
to rule out any physiological disturbance of the 
stomach. 

To summarize the present illness, we have loss 
of weight for ten months, increasing discomfort, 
accompanying pain in the left upper quadrant 
for six months, and for several months im- 
paired bowel physiology with intermittent con- 
stipation and diarrhea. Those three major 
symptoms certainly point the finger very sus- 


piciously to large bowel pathology. In a woman 
of seventy-three we would naturally think of 
malignant disease but this age is not too great 
for a person to have a primary diverticulitis. 

Now going on to further evidence in the case, 
we find that she had an appendectomy twenty- 
one years ago, when she was fifty-two, and an 
operation for gallstones a year later. That 
would be twenty years ago, approximately. The 
gallstones might have been taken out and the 
gallbladder might have been taken out, but I 
think we can probably eliminate left-sided gall- 
bladder as being responsible for the hard pel- 
lets in the stool. Presumably the gallbladder 
was on the right side. 

‘*Three years ago she had pruritus and poly- 
dipsia and was told by a physician that she 
had diabetes mellitus. She was given a diet and 
her urine was checked at intervals thereafter.”’ 
That presumably establishes the diabetie back- 
ground of this patient and would make us feel 
that the loss of weight was perhaps not entirely 
due to disease of the colon or malignant disease. 
What relation to gallstones the diabetes might 
have had, we will not discuss at the present 
moment. 

‘*Physical examination showed a frail, emaci- 
ated elderly woman in no acute discomfort.’’ 
The last clause is of interest in view of the fact 
that she had had boring constricting pain and 
was unable to lie over on her belly because of 
the discomfort. 

‘*The fundi showed a small patch of retinitis 
on the right side.’’ I think that can be ae- 
counted for by mild arteriosclerosis. Skipping 
down farther we find the blood pressure 150/80 
which would seem to hook up all right with 
arteriosclerosis. 

‘The abdomen was tense and tenderness was 
elicited high in the epigastrium and in the left 
upper quadrant, where a suggestion of an ill- 
defined mass was obtained.’’ That is where 
all her complaints have been. How much value 
we can put on that last clause ‘‘ill-defined 
mass’’ is questionable. An ill-defined mass is 
one thing. ‘‘A suggestion of an_ ill-defined 
mass’’ would put it in the category of an even 
more remote possibility, especially in the pres- 
ence of tenderness, and up in the left upper 
quadrant where the ribs overhang, it is usually 
difficult to feel anything. If that mass means 
anything, I think we can say we are not dealing 
with a big spleen. That is always noted when 
present and would be definitely so stated. 

‘*Edema of both ankles’? was perhaps due to 
cardiac impairment at seventy-three or perhaps 
we will find evidence of nephritis. There is 
nothing mentioned about jaundice so we pre- 
sume that the skin and sclerae were perfeetly 
clear. We interject that remark as a question, 
so to speak, because it might have some bearing 
on the subsequent diagnosis, 
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The temperature, pulse and respirations were 
normal. That is against inflammation. 

The yellowish-green precipitate with Bene- 
dict’s solution goes with the 11 a. m. blood 
sugar estimation of 234 milligrams mentioned 
at the end of the laboratory notes, and seems 
to establish a true diabetes. 


‘‘The sediment contained many white blood 
cells and epithelial cells.’’ We presume that 
is not a catheter specimen. We do not know 
the exact significance. It might perfectly well 
go with eystitis or with nothing at all. The 
absence of albumin would make us think that 
there was no nephritis here, particularly where 
down below we find the nonprotein nitrogen to 
be 32 milligrams. 

The blood examination showed a_ secondary 
anemia. The rest of the laboratory findings I 
do not think have much bearing. The serum 
protein was perhaps a little low. The CO. com- 
bining power would rule out acidosis. The 
slightly lowered chlorides indicate a little de- 
pletion from the frequent watery stools she 
had been having. The electrocardiogram to a 
surgical mind such as mine does not mean very 
much but I would suppose that it is consistent 
with slight hypertension, arteriosclerosis and 
retinitis, which she is known to have had. So 
now we are ready for the x-ray department to 
make a diagnosis for us! 

Dr. AUBREY 0. Hampton: I assume that the 
examination of the stomach was entirely nega- 
tive. There is no delay in the passage of the 
motor meal through the bowel. Here is retained 
barium within a diverticulum of the duodenum 
and we expect to find other diverticula else- 
where. 


Dr. Letanp: The x-ray indicated some im- 
pairment of physiology but not necessarily from 
intrinsic disease. The absence of dilated loops 
of small intestine seems to rule out any ob- 
struction and we would expect, of course, to find 
retained barium in the diverticula. 


Dr. Hampton: I cannot see anything to make 
a diagnosis on except a diverticulum. Here is 
an empty colon. You cannot see the diverticula 
very well, one or two here. I do not see the 
marked spasm. This is a pretty smooth sig- 
moid. This film is of the area I suppose and it is 
not the picture we would get with acute diver- 
ticulitis. There is some spasm but I wouid not 
expect it to be very significant. No obstrue- 
tion, no delay in emptying. 

Dr. Letanp: The hospital history further 
shows the diabetes moderately well controlled. 
The persistently high blood sugar determina- 
tions indieate that the patient had some inter- 
current disease which made it difficult for the 
medical man to control the diabetes. 


Then we come to the progressive condition 


of the stools. She noticed no blood before she 
entered the hospital, but the guaiaes were all 
positive in the hospital, and some gross blood 
was noted. 


The temperature rises to 100° would go with 
any condition that might cause bleeding in thie 
colon, whether of extrinsic or intrinsi¢ origin. 


‘“‘The patient’s general condition improved 
slightly, although her abdominal discomfort 
persisted and she required repeated doses of 
opiates for relief.’’ That is a very significant 
point because the history of an increasing degree 
of pain indicates the likelihood of malignant 
disease. 


DIFFERENTIAL DIAGNOSIS 


With regard to the differential diagnosis we 
will sum up the situation as follows: ten 
months’ loss of weight; six months’ pain, start- 
ing with soreness and dull ache, increasing dis- 
comfort that required opiates even with hospital 
care and management; several months’ im- 
paired bowel physiology, bloody stools, some 
mucus and secondary anemia. The discomfort 
and pain in the left upper quadrant, impaired 
bowel physiology and pain in the back and dia- 
phragm indicate that there must have been some 
spreading lesion in that region. Therefore we 
would make a diagnosis of either carcinoma of 
the colon, or diverticulum which had become in- 
fected and gradually penetrated through the 
wall, with spreading around the peritoneum. 
The above points are in favor of that diagnosis, 
but against it, of course, are the negative x-rays. 
Of course, there are silent areas in the colon 
and the flexures are notable in these silent 
areas. However, it seems extremely improba- 
ble that there should be a questionable mass 
or diaphragm irritation due to a lesion of the 
colon that would not show up in the x-ray. We 
have enough confidence in the x-ray depart- 
ment so that prior to the operation we would 
want to think of other possibilities. We would 
want to rule out the stomach because there is 
no x-ray report, although there is no impaired 
physiology of that organ. The kidney is in that 
region. There is nothing to indicate kidney in- 
volvement. A renal tumor that would reach to 
the diaphragm and impair physiology of the 
colon certainly ought to be palpable in the flank. 
We would feel the same way about any retro- 
peritoneal mass such as the lymphosarcomata. 
We would not feel that either of these two 
conditions would be sufficient to eause uleera- 
tion or+bleeding in the colon. The tail of the 
panereas is in this vicinity. Oceasionally tu- 
mors do oecur in the tail that assume large 
sizes without extending into the head and with- 
out causing biliary obstruction. But there 


again the pancreas is a retroperitoneal organ 
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and we would not expect it to penetrate into 
the colon. There is only one other main organ 
in this vicinity, and that is the spleen. There 
is nothing in the story that would go with 
spleen. I have never seen the spleen cause pain 
in this way; certainly not in the absence of a 
marked febrile reaction. There is one other 
condition that has to be considered ; namely, an 
aneurysm. Aneurysm of the splenic artery is 
said to be the most common of abdominal aneu- 
rysms. It is difficult, however, to line up the 
different symptoms, particularly with refer- 
ence to the colon, with any such condition as 
that. For these reasons we would, having seen 
such a patient, advise exploration with the idea 
that we would find a lesion in the left upper 
quadrant portion of the colon, probably malig- 
nant, perhaps diverticulitis. We would feel if 
it were either of these conditions that the situa- 
tion would be inoperable in so far as remova- 
bility is concerned. I think we might be able 
to afford relief by short circuiting. 

Dr. JAMES H. TowNnseEnpD: I saw this patient 
with reference to diabetes. The question was 
raised as to whether her bloody diarrhea and 
her other abdominal symptoms had anything 
to do with the diabetes. We do see persistent 
and very troublesome diarrheas in diabetics 
without anything else to account for the trou- 
ble. I have never seen a bloody diarrhea, and 
I do not think I have seen any with a severe 
degree of pain. As I recall examining this pa- 
tient’s abdomen, the left upper quadrant was 
distinctly fuller than the right. One could feel 
quite easily in the right upper quadrant but in 
the left side one had a feeling that there was 
something there, very ill defined, but there was 
a fullness as if there were some diffuse mass in 
that region. We felt that there was something 
apart from the diabetes that was responsible for 
the symptoms. 

Dr. Cuester M. Jones: I remember this case 
very well. She was a very sick woman at the 
time. We were absolutely unable to get an ade- 
quate idea of the nature of her illness, or of the 
cause of the abdominal pain and the diarrhea. 
I proctoscoped her and found no abnormality 
of the rectum or rectosigmoid. As we watched 
her on the ward it became obvious that she was 
having pain of an obstructive nature and we 
saw visible peristalsis not infrequently in the 
abdomen. We were not able to make a diag- 
nosis but most of us on the service felt that 
she had carcinomatosis with irritation of the 
bowel. She was seen three times, I think, by 
the surgeons. I remember Dr. Jones was on 
the ward one day and he saw her. Dr.,MeKit- 
trick saw her twice and we finally decided to 
have her explored, not with the idea of curing 
the disease but with the idea of relieving the 
partial obstruction and therefore her pain. We 
thought probably she had an inoperable condi- 
tion. 


CLINICAL DIAGNOSES 
Carcinoma of the colon. 
Carcinomatosis. 

Diabetes mellitus. 


Dr. GeorGe A. LELAND’s DIAGNOSES 


Carcinoma of the colon. 
Diabetes mellitus. 


ANATOMIC DIAGNOSES 


Carcinoma of the pancreas with metastases to 
the liver, regional lymph nodes and perito- 
neum. 

Peritonitis, chronic fibrous, foeal. 

Peritonitis, acute fibrinous, localized. 

Diverticulosis of the rectum and sigmoid. 

Pleuritis, chronic fibrous, bilateral. 

Nephritis, chronie vascular. 

Hvdronephrosis, left. 

Operative wound: Exploratory laparotomy. 

Operative scars: Appendectomy ; cholecystec- 
tomy. 

Parotitis? 

PATHOLOGIC Discussion 

Dr. Tracy B. Mauuory: When this patient 
was explored, metastatic tumor was found all 
over the abdomen and the surgeon was entirely 
unable to determine the primary site. She died 
a few days later and the autopsy showed that 
the growth had developed in the body and tail 
of the pancreas. The liver was full of metas- 
tases and there were numerous adhesions which 
might well have caused a considerable degree 
of intestinal obstruction, including one point in 
the ileum which was pretty sharply kinked. We 
did not find any source for blood in the stools. 
The gallbladder had been removed at one of 
her previous operations. 

This is the third or fourth case of carcinoma 
of the tail of the pancreas with back pain as the 
primary symptom which we have taken up in 
these conferences. 


CASE 22292 
PRESENTATION OF CASE 

A fifty-nine year old Negro laborer was ad- 
mitted complaining of fever and cough. 

The patient had been well until three weeks 
before entry, when he developed a bad cold as- 
sociated with coryza, generalized aches and 
pains, and malaise, but no cough or fever. A 
few days later he was seen by a physician who 
found that he had a temperature of 103.5°. 
He was sent to bed and given an expectorant 
medication after which he began to cough and 
expectorated a small amount of whitish mate- 
rial. One week before coming to the hospital 
he was again seen by the physician and told 
that he had pneumonia. Subsequently he _ be- 
gan to improve but on the night prior to ad- 
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mission he again felt quite feverish. There was 
no hemoptysis or pain. His appetite was poor 
and he was slightly constipated during his cur- 
rent illness. 

The past history is noneontributory. 

The patient had been married for twenty-one 
years and his wife had borne three children. 
There were no miscarriages. 

Physical examination showed a well-developed 
and nourished, slightly delirious colored man 
who was sitting up in bed and breathing in a 
rapid shallow fashion. The pupils reacted nor- 
mally to light and distance. Oral hygiene was 
poor and there was marked accumulation of 
sordes. The neck resisted flexion and there were 
a few small shotty nodes in both the cervical 
and axillary regions. The heart was enlarged 
to the left, the apex extending well beyond the 
midelavicular line. The right border was with- 
in normal limits. The sounds were rapid, of 
fair quality, and an occasional extrasystole was 
heard. A systolie murmur was heard in the 
apical region and both systolic and diastolic 
murmurs at the aortic area. The blood pres- 
sure was 140 systolic and 40 to zero diastolic. 
A Corrigan pulse and Duroziez’s sign were 
elicited. Peripheral arteriosclerosis was marked. 
Respiratory movement was inhibited on the right 
side. There was dulness to flatness over the 
right upper chest anteriorly from the fourth rib 
upward and posteriorly down to the angle of the 
scapula. In this region the breath sounds were 
bronchial in character, tactile fremitus and vo- 
eal resonance were increased, and crackling 
rales were audible. In the right upper axilla, 
flatness was well defined and breath sounds and 
tactile fremitus were diminished in intensity. 
The abdomen was distended and tympanitie and 
the remainder of the examination was nega- 
tive. 

The temperature was 105.5°, the pulse 120. 
The respirations were 50. 

Examination of the urine showed a specific 
gravity of 1.021 with a trace of albumin. The 
sediment contained occasional red blood cells, 
white blood cells, and hyaline and granular 
casts. The blood showed a red cell count of 
4,300,000, with a hemoglobin of 70 per cent. 
The white cell count was 16,700, 80 per cent 
polymorphonuclears. A stool examination was 
negative. The blood chlorides were equivalent 
to 96 cubic centimeters of N/10 sodium chloride 
and the nonprotein nitrogen was 28 milligrams. 

The patient’s condition became rapidly worse 
and he died two days after entry. 


DIFFERENTIAL DIAGNOSIS 


Dr. Donatp 8. Kine: This is rather a meager 
history. It is that of an upper respiratory in- 
fection followed shortly afterward. by lower 
respiratory infection. The infeetion ran an 


up-and-down course apparently for three weeks. 
The patient came into the hospital, as it is noted 
later, slightly delirious and went steadily down- 
hill and died in three days; so it is a very rapid 
course of a respiratory disease. The history is 
not characteristic of any particular infection. 
It is not lobar pneumonia with chill or pain or 
rusty or blcody sputum. It could be an atypical 
streptococcus pneumonia of which we have had 
many fatal cases. But it is not quite the char- 
acteristie course of those so-called streptococcus 
pneumonias. It is not characteristic of abscess 
since there is no foul sputum. There is reason 
to suspect any of the unusual infections, psit- 
tacosis, fungus, yeast and so forth. There is 
nothing in the story to suggest a primary con- 
dition such as malignaney with secondary lung 
infection. So the history does not help us much. 

There are two things shown by physical exam- 
ination; first, aortic regurgitation and left ven- 
tricular hypertrophy—lI do not see how we can 
get away from that—secondly, consolidation of 
the right upper and part of the right lower 
lobes. I do not see how we can interpret the 
signs other than as the signs of consolidation, 
dulness to flatness, definite bronchial breathing, 
definite increase in spoken voice and _ tactile 
fremitus, with slight .diminution of breath 
sounds in the axilla. The heart is not dis- 
placed either toward or away from the lesion, 
and if the heart examination as given is cor- 
rect there is a definite left ventricular hyper- 
trophy and not displacement. In addition we 
have a little stiffness of the neck and shotty 
nodes in the axillae and cervical regions. 

In the first place we must rule out empyema 
in a case where fever has persisted for three 
weeks after a supposed pneumonia. I see no 
evidence of empyema so far as these signs are 
concerned. I think we ean throw out this 
possibility. It is not like an undrained ab- 
scess. It could be, I suppose, but the signs are 
not characteristic. There is not the foul spu- 
tum of a drained abscess. Syphilis, if you 
think of that in connection with the heart, I 
do not believe can be made to explain the lung 
picture. There is no evidence of tumor plug- 
ging the bronchus with infection beyond. The 
picture is not like aneurysm with pressure on 
the bronchus and secondary infection. I can- 
not conceive of an infaret of this size without 
pain or bloody sputum. The stiff neck I would 
like to know more about. They did not pay 
much attention to it on the ward; no lumbar 
puncture was done. From the physical signs 
then we must conclude that there was persist- 
ent consolidation in the right upper lung with 
definite aortic regurgitation. The laboratory 
examinations are again meager. There is first 
what I consider a ‘‘fever urine’’. I do not see 
any evidence of nephritis. There is no anemia, 


a negative stool, a white cell count of 16,009, 
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80 per cent polymorphonuclears. I suppose the 
blood chloride and nitrogen were done as kid- 
ney tests rather than with any reference to 
the pneumonie process. Last winter blood 
chlorides were done on many of the pneumonia 
cases but I cannot believe it would be done 
after three weeks of atypical pneumonia. The 
blood chlorides are low in typical lobar pneu- 
monia but come back to normal one, two or 
three days after the crisis, and this was cer- 
tainly not in any case a typical lobar pneu- 
monia. Of course we greatly need some other 
laboratory findings, such as the sputum. I as- 
sume there was none. There is no examination 
mentioned. We would like a blood culture. We 
would also like a Wassermann. It is not re- 
ported. We would like an x-ray of the chest 
which is not given here. 

On the whole as the case stands I do not 
think we have evidence for any definite thing. 
This was a well-nourished Negro of fifty-nine, 
sick for three weeks with intermittent high 
fever, ‘‘a cold’’, no pain, not much expectora- 
tion, no blood, no foul sputum. The right side 
moved very poorly. There were definite signs 
of consolidation with rales. This picture in a 
fifty-nine year old Negro I think is more con- 
sistent with a tuberculous pneumonia, ‘‘gal- 
loping consumption’’, than with a streptococ- 
cus pneumonia or some other infection of that 
type. Then as a guess I would say tubercu- 
lous pneumonia, with no definite evidence of 
meningitis. 

As to the heart condition, again we cannot 
do more than guess between rheumatic and 
syphilitic infection but I should think the guess 
would be syphilis. So that the chances are 
that he has syphilitic aortitis, aortic regurgita- 
tion, and left ventricle hypertrophy. He has 
also, some arteriosclerosis. I would say pul- 
monary tuberculosis of an acute pneumonie form 
and syphilitic aortic regurgitation. 

Dr. D. I think that Dr. 
King ought to have the comfort of knowing 
how wrong I was in the diagnosis in this ease. 
I saw this man onee and he was desperately 
sick. I decided he had a marked area of con- 
solidation and an atypical pneumonia. I did 
not think he had empyema or abscess or infarct. 
When I saw him his right chest seemed to be 
flattened and moved much less even up under 
the clavicle than the left. It may possibly have 
been the way he was lying. Then his heart 


findings were perfectly consistent with a syph- 
ilitic aortitis and aortic regurgitation. He had 
a very free aortic regurgitation and he was a 
Negro. My impression was very definite that 
he had a queer pneumonia, that he also had 
tuberculosis, and that he had the aortic regurgi- 
tation of syphilitic aortitis. 


CLINICAL DIAGNOSES 


Aortie regurgitation. 
Luetie heart disease? 
Pneumonia. 


Dr. DonaLp KING’s DIAGNOSES 


Tuberculous pneumonia. 
Svphilitie aortitis with aortic regurgitation. 


ANATOMIC DIAGNOSES 


Acute bacterial endocarditis with necrosis and 
perforation of the anterior cusp of the 
aortic valve. 

Organizing bronchopneumonia. 

Septicemia, streptococcus hemolyticus. 

Pleuritis, acute fibrinous. 

Arteriosclerosis. 


PaTHOLOGIC Discussion 


Dr. BENJAMIN CASTLEMAN: Unfortunately 
the patient was in the hospital for only two 
days. A Hinton test was done but had not been 
reported at the time of autopsy. A later re- 
port was negative. <A blood culture was also 
done but was not reported until after he died. 
This showed hemolytic streptococcus. He did 
have a pneumonia in the right upper lobe, an 
organizing bronchopneumonia. There was no 
evidence of tuberculosis or lobar pneumonia. 
There were areas where some alveoli were per- 
fectly normal, while others were involved in an 
organizing process. The other lobes were not 
remarkable. The heart was quite unusual. It 
was slightly hypertrophied, especially on the 
left, and weighed 425 grams. The anterior cusp 
on the aortic valve showed an acute ulcerative 
endocarditis with a perforation of the cusp, 
allowing for an insufficiency and therefore all 
the signs of syphilitic aortitis with insufficiency. 
The vegetation on the cusp measured about 1.5 
by 1.5 by 1 centimeter and the perforation 
through the cusp was about 1.5 by 0.4 centi- 
meters in extent. This endocarditis was, sur- 
prisingly, limited to only one cusp and apparent- 
ly it was associated with a hemolytic strepto- 
coccus septicemia secondary to the pneumonia. 
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UNFINISHED BUSINESS 


In the issue of this Journal of April 9, 1936, 
we published an excerpt from an address made 
by Dr. Wade H. Frost on the eradication of 
tuberculosis. Doctor Frost had said, ‘*‘ With im- 
proved measures of control which are within the 
limits of practicability, including better detec- 
tion and isolation of open cases, with higher 
standards of living and personal hygiene, there 
appears to be no fundamental reason why tuber- 
culosis may not be virtually eradicated from 
large areas in this country. While there are 
certain contingencies which obviously might 
bring about a recrudescence after the disease 
has reached an extremely low level, it does not 
appear that this result is inevitable in accord- 
ance with any accepted biological law or that 
it is especially to be anticipated.”’ 

Our readers, who, with this statement in mind, 
examined the report on page 751 of the same 
issue on cases and deaths from reportable dis- 
eases in Massachusetts, might have had their 
attention arrested, as ours was, by the figures 


for tuberculosis. For the years 1934 and 1935 
all forms of that disease caused approximately 
as many cases and more deaths than did lobar 
pneumonia, which in morbidity and mortality 
was second only to tuberculosis among all the 
reportable diseases. There is much food for 
thought in the comparison to which we now 
draw attention. 

The voluntary agencies organized throughout 
the country to combat this disease, the local, 
county, and state departments of health all de- 
serve high praise for the enthusiasm, energy and 
ability displayed in the campaigns they have 
waged and for their notable achievement in re- 
ducing sickness and fatality from tuberculosis 
to the present low level but, because of the 
operation of the law of diminishing returns, 
continued and increased effort is needed if the 
goal held out by Doctor Frost is to be attained. 
The enlistment of wider public interest and sup- 
port, and more ample governmental appropria- 
tions for the discovery and care of the tuber- 
culous must come if the dream is to be made 
an actuality. 

Doctor Frost has told us the way in which 
the seemingly Utopian state can be reached. 
First and foremost is the detection and _ isola- 
tion of the open case—the fountain of infee- 
tion. Higher standards of living in these days 
of economic distress are difficult to bring to the 
needy, but the difficulty is not insuperable. The 
dissemination of knowledge of food values and 
food costs is being made a powerful weapon 
against undernourishment; hospitalization of 
the tuberculous serves a double purpose in con- 
verting a potential source of infection into an 
able-bodied person who, within certain limits, 
can again take his place among the wage earn- 
ers; and the preventoria for discovering latent 
or active tuberculosis in children and for build- 
ing resistance to endogenous or exogenous infee- 
tion are all parts or amplifications of Doctor 
Frost’s suggested program. 

With nearly four thousand cases and over 
eighteen hundred deaths occurring each year in 
Massachusetts alone, tuberculosis still holds its 
place on the agenda of the health officer as un- 
finished business. 


NEUTRON RAYS 


Ir is difficult for anyone to realize that that 
fundamental, presumably indestructible, com- 
ponent part of all matter—the atom—has been 
literally shot into pieces. In experiments con- 
ducted at the University of California it has 
been possible to smash most of the known atoms 
by bombarding them with deuterons, which are 
the cores of the atoms of deuterium (heavy 
hydrogen). This dissociation of deuterium has 


been made possible by the cyclotron, devised by 


Professor Ernest Lawrence. 


In this machine, 
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the deuterons are spun and at each revolution 
receive an electric charge of 50,000 volts. When 
the cumulative charge has reach 6,000,000 volts, 
the deuterons cannot be restrained. They 
leave the machine and the beam so produced is 
the means of the atomic bombardment. If this 
beam is directed on beryllium contained in a 
vacuum tube the atom of beryllium is smashed, 
resulting in the liberation of neutrons, the most 
penetrating particles in nature, which have the 
astonishing energy equivalent of 15,000,000 
volts. These neutron rays are approximately 
fifteen times as strong as those emitted by the 
most powerful x-ray tubes. 

The application of neutron rays to the treat- 
ment of malignant disease is suggested and it 
is of interest to note that Dr. John Lawrence 


of the Yale University School of Medicine and. 


his brother, Professor Lawrence,* have reported 
on the use of such rays in the treatment of 
transplantable tumors in experimental animals. 
They point out that the difficulty in treating 
malignant tumors with x-rays has arisen, chief- 
ly, from the fact that such rays are only about 
20 ner cent more lethal for malignant cells than 
for normal body eells. In other words, it is 
difficult to be sure of killing the malignant 
cells without seriously damaging the normal 
cells. In their experiments the neutron rays 
were found to be 4 times as lethal as x-rays 
for sarcoma cells, but only 2.7 times as lethal 
for normal mice. This suggests that the factor 
of safety is much greater and it is to be hoped 
that further experimentation will confirm the 
efficacy of neutron rays in the treatment of ma- 
lignant tumors. 


*Comparative Biological Effects of Neutron Rays and X-Rays. 
Presented before the annual meeting of the American Society 
for Clinical Investigation, Atlantic City, N. J., May 4, 1936. 


WILL DR. OVERHOLSER BE 
REAPPOINTED? 

THE statement published in the Boston Herald 
of July 11, to the effect that with the expiration 
of his term of office, Dr. Winfred Overholser, 
Commissioner of Mental Diseases, will not be 
reappointed by Governor Curley cannot be re- 
garded with complacency by those who are 
familiar with the excellent administration of his 
Department by the present Commissioner. 

Dr. Overholser was advanced to the position 
of Commissioner by former Governor Ely. The 
position is one of great importance and _ has 
been developed and held by qualified executives. 
This Department of the Commonwealth stands 
in a high position among the institutions of this 
country devoted to the care of those suffering 
with mental illness. 

Dr. Overholser’s record is submitted : 

He was born in Worcester, Massachusetts, 
April 21, 1892. Educated in the public schools 


of Wellesley, Massachusetts; A.B., cum laude, 
Harvard College, 1912; M.D. Boston University 
School of Medicine, 1916. Married Dorothy 
Stebbins, of Worcester, June 4, 1919; children: 
Dorothy, Jane, and Winfred, Jr.; Resident 
Physician, Evans Memorial Hospital, 1916-17; 
Assistant Physician, Westborough State Hospi- 
tal 1917-18; Lieutenant, Neuro-psychiatric See- 
tion of United States Army Medical Corps, 1915- 
19; Assistant Physician, Westborough State 
Hospital, 1919-20; Assistant Superintendent, 
Gardner State Hospital, 1920-21; Assistant Su- 
perintendent, Medfield State Hospital, 1921-24; 
Assistant to Commissioner, Massachusetts De- 
partment of Mental Diseases, 1924-25; Director, 
Division for Examination of Prisoners, Depart- 
ment of *Mental Diseases, 1925-30; Assistant 
Commissioner, Department of Mental Diseases, 
1930-34 ; appointed Commissioner of Mental Dis- 
eases in June, 1934. Former President of the 
Massachusetts Psychiatrie Society; Councilor 
and member of Executive Committee, American 
Psychiatric Association; Chairman Hospitaliza- 
tion Committee, Department of Massachusetts 
American Legion; Member, National Rehabilita- 
tion Committee of American Legion; State Ex- 
pert for Examination of Insane Criminals, 
1928-33; Former Professor of Psychiatry, Bos- 
ton University School of Medicine; Lecturer, 
Boston University School of Law; Chairman 
Committee on Legal Aspects of Psychiatry of 
American Psychiatrie Association; Committee 
on Psyehiatric Jurisprudence, American Medi- 
cal Association ; Committee on Scientific Admin- 
istration of the National Committee for Mental 
Hygiene; Consultant, Medical Aspects of Crime, 
National Crime Commission; Councilor, Ameri- 
can Psychiatric Association; Member Massachu- 
setts Psychiatric Society (Seeretary, 1925-1932, 
Vice-President, 1932-33, President, 1933-34) ; 
President of the New England Society of Psy- 
chiatry (1936-1937); Appointed Consultant in 
Psychiatry in the United States Public Health 
Service on May 16, 1936, effective through June 
30, 1937; Massachusetts Chapter American In- 
stitute of Criminal Law and Criminology (See- 
retary, 1925-) ; Chairman, Committee on Delin- 
quents and Prisons, First International Con- 
gress of Mental Hygiene; Executive Committee 
Massachusetts State Conference of Social Work, 
1932-33; Department Hospitalization Committee 
of the American Legion, 1922-32; Vice-Chair- 
man, Area A. of National Rehabilitation Com- 
mittee, American Legion, 1930-1933 ; Command- 
er, Beckwith Post, Medfield, Massachusetts, 
1922-24; Member Executive Committee National 
Survey of Public Mental Hospitals Service, rep- 
resenting American Psychiatrie Association, 
1936-; Member Committee on Postgraduate In- 
struction of the Massachusetts Medical Society, 
1936-; Author of numerous articles in medical 
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and legal journals on the legal aspects of psy- 
chiatry. 

Residence, 22 Clifton Road, Weilesley Hills, 
Massachusetts. His club and other associations 
are testimonials of his standing in the com- 
munity. 

We do not enter into any political discussion 
in connection with the publicity relating to the 
appointment of the Commissioner of Mental Dis- 
eases but we do wish to be recorded in opposi- 
tion to any changes in any department dealing 
with public health or the care of unfortunate 
human beings except with the assurance of an 
improvement in service. Dr. Overholser’s ree- 
ord warrants his reappointment. He is well 
physically and sound mentally and can give 
many years of service to the Commonwealth. 
The only reason for the selection of another per- 
son to fill the position under discussion is that 
there is some one better qualified. Has he been 
found? 

His Excellency, Governor Curley, has defined 
the principles which should guide the appoint- 
ing power in the words employed in his 1935 in- 
augural address ‘‘Under any system elected of- 
ficials would consider it both a duty and a privi- 
lege to retain in office men and women who 
could actually qualify as career officials.’’ 

With the expectation of sincerity on the part 
of the Governor we cannot believe that there 
will be any change in the position of Commis- 
sioner of Mental Diseases. If there is a repudia- 
tion of the recorded sentiment quoted above, 
the reputation of Massachusetts will be de- 
graded. 


WEEK’S ISSUE 


ConTAINS articles by the following named au- 
thors: 


TruespALE, P. E. M.D. Harvard University 
Medical School 1898. F.A.C.S. Chief Surgeon, 
The Truesdale Hospital and Earle P. Charlton 
Surgery. Address: 151 Rock Street, Fall River, 
Mass. Associated with him is 

Hyatrr, G. T. M.D. Harvard University 
Medical School 1929. Orthopedic Surgeon, The 
Truesdale Hospital. Assistant in Orthopedic 
Surgery, Massachusetts General Hospital, Bos- 
ton. Address: 151 Rock Street, Fall River. 
Mass. Their subject is Funnel Chest. Page 101. 


Moore, A.B... M.D. Vanderbilt 
University School of Medicine 1928. Associate 
in Psyehiatry, Harvard University Medical 
School. Address: 384 Commonwealth Avenue, 
Boston, Mass. Associated with him is 


Merritt, H. Houston. B.A., M.D. Johns 


Hopkins University School of Medicine 1926. 
Associate in Neurology, Harvard University 
Assistant Visiting Neurologist, 


Medical School. 


Boston City Hospital. Address: Boston City 
Hospital, Boston, Mass. Their subject is De- 
mentia Paralytica at the Boston Psychopathic 
Hospital. Page 108. 


Evey, R. Cannon. M.D. Medical Depart- 
ment, University of Virginia 1925. Associate in 
Pediatrics and Communicable Diseases, Harvard 
University Medical School and School of Publie 
Health. Associate Visiting Physician, Chil- 
dren’s Hospital, Boston. Address: 319 Long- 
wood Avenue, Boston, Mass. Associated with 
him are 

Voer, E. C. M.D. State University of Iowa 
College of Medicine 1923. Instructor in Roent- 
genology, Harvard University Medical School. 


Roentgenologist, Children’s Hospital. Address: 
Children’s Hospital, Boston, Mass. And 


HENpDERSON, Mary G. R.N. Graduate of the 
Malden Hospital Training School for Nurses 
1931, and Simmons School of Public Health 
1933. In charge of Child Welfare, Brookline 
Friendly Society. Address: 10 Walter Ave- 
nue, Brookline, Mass. Their subject is The 
Prophylactic Value of Vitamin D Irradiated 
and Vitamin D Yeast-Fed Milk. Page 110. 


Ira N. M.D. Dartmouth Medical 
School 1911. Urologist, Springfield Hospital 
and the Wesson Memorial Hospital, Springfield, 
Mass. Consulting Urologist, Noble Hospital, 
Westfield, Mass., and Mary Lane Hospital, 
Ware, Mass. His subject is Tuberculosis of the 
Urethra, with Report of a Case. Page 112. Ad- 
dress: 10 Chestnut Street, Springfield, Mass. 


CosTELLO, Henry N. A.B., M.D. Johns Hop- 
kins University School of Medicine 1910. 
F.A.C.S. Gynecologist, St. Francis Hospital. 
Hartford, Conn. Associate Surgeon, St. Francis 
Hospital, Hartford, Conn. Medical Examiner 
(Coroner’s Physician) Hartford, Conn.  Presi- 
dent of the Association of Medical Examiners 
of the State of Connecticut. His subject is A 
Review of Medical Legislation in Connecticut 
From 1911 to 1935. Page 114. Address: 179 
Allyn Street, Hartford, Conn. 


MISCELLANY 


THE NOMINATION OF HARRY L. STEVENS 


The Governor has nominated Dr. Harry Lawrence 
Stevens of 133 Kempton Street, New Bedford, for 
consideration by the Council for the position on the 
Board of Registration in Medicine made vacant by 
the termination of the term of service of Dr. Royal 
P. Watkins of Worcester. 

Dr. Stevens graduated from the Baltimore Medi- 
cal College in 1891 and has practiced several years 
in New Bedford. He joined the Massachusetts 
Medical Society in 1891 and again in 1926. 

Dr. Watkins has given loyal service to the state 
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and has shown a judicial temperament in dealing 
with the complicated and perplexing problems of 
this Board. He contributed the knowledge and ex- 
perience incident to a large surgical practice to the 
medical duties of the position. 
CONNECTICUT NEWS 
THE HIstToricaL CHARTER OAK 


Dr. Charles Coffing Beach, octogenarian and ven- 
erable practitioner of Hartford, on June 16, the an- 
niversary of Thomas Hooker’s arrival in Hartford 
three hundred years ago,.presented the City of Hart- 
ford with a three-foot piece of wood from the 
original Charter Oak. This chunk includes the side 
of a knot hole believed to have hidden the Charter 
in 1687. The fragment of the tree, believed to have 
been 1,000 years old when it was blown down in a 
storm in August 1856, is gnarled and twisted. It has 
been passed on from one generation to another 
through the hands of Buckleys, Stuarts and 
Beaches. 

For many years the old oak chunk had been stored 
in the warehouse of Woodruff and Beach on Com- 
merce Street. Later it was broken in two, one-half 
going to Dr. Charles C. Beach and one-half to his 
brother. Dr. Beach believes the brother’s share to 
have been a portion preserved in the State Library. 
The piece presented to the city stands encased in a 
glass cabinet, on the back of which is embossed a 
brief history of the tree. Mayor Spellacy received 
this gift for the citizens of Hartford and in doing 
so expressed his appreciation of the action of the 
Beach family in relinquishing so treasured a relic. 


HEALTH OFFICER APPOINTED IN HARTFORD 


After several months of bitter controversy the 
Board of Health of Hartford on June 17 appointed 
Dr. Benjamin G. Horning to the position of health 
officer in that city. This appointment followed im- 
mediately after Mayor Spellacy had submitted Dr. 
Horning’s name for consideration. The new ap- 
pointee has been director of the division of local 
public health administration of the State Depart- 
ment of Health. Prior to this he held the position 
of epidemiologist in the Bureau of Preventable Dis- 
eases, which appointment he received in April; 1931. 

Dr. Horning was born in Oregon, September 11, 
1893, and received his early education in that state. 
His premedical education at the University of 
Oregon was interrupted by war service from April 
20, 1917 to September 27, 1919, but he returned to 
the university after his discharge from the service, 
to graduate and then spent four years on the faculty 
as an instructor and assistant professor. He re- 
ceived a degree of Master of Science from the Uni- 
versity of Oregon. Entering Harvard University 
School of Medicine in 1924 he received his degree 
of Doctor of Medicine in 1928. The next two years 
were spent as an interne at the University of Mich- 
igan Hospital, Ann Arbor, Michigan, after which Dr. 
Horning became resident physician at the King 
County Hospital, Seattle, Washington. He came to 


Connecticut from Seattle. While at Harvard Dr. 
Horning was granted a Rockefeller Foundation 
scholarship, the first of two which he received. He 
then received four months of training in public 
health field work in Alabama. The position to 
which he has just been appointed carries a yearly 
salary of $5750, less a five per cent cut. 

Mayor Spellacy emphasized the fact that the 
Health Department is allowed $93,000, out of which 
one-third is turned over to the Visiting Nurse As- 
sociation, leaving but $60,000, for health protection, 
a sum which he believes entirely insufficient for a 
city with a population of almost 200,000. At the 
same meeting of the Board of Health Dr. N. Her- 
bert Bailey was appointed acting epidemiologist to 
serve during the absence, due to illness, of Dr. 
Thomas F. O’Brien. 


Dr. A. J. WoLrr, MEDICOLEGAL Expert, 


A brief account of Dr. Wolff’s life appeared in 
the issue of July 2. Other facts of interest appear 
below: 

Always possessed of an adventurous and inquir- 
ing spirit, he piloted an airplane for the first time 
at the age of seventy-seven without any plevious 
instruction. While riding in a plane over Brainard 
Field, he took over the controls for a short time. 

Dr. Wolff was one of the best-known physicians 
in Connecticut. He retired as municipal bacteri- 
ologist in October, 1925, resigned his position at 
Mt. Sinai Hospital after several vears of service and 
his position with St. Francis’s Hospital about ten 
years ago. 

His maternal ancestors lived in London and 
Ipswich, and the family line is traced back to the 
thirteenth century. Dr. Wolff’s grandfather was a 
construction engineer in the French army under 
Napoleon I; his father served through the Crimean 
War in the French Service, and was surgeon of the 
Fifty-Fifth Regiment, New York Volunteers, a 
French Regiment in the Civil War. 

Dr. Wolff was educated at the Plattsburgh, N. Y.., 
High School, and at fifteen began the study of med- 
icine with his father. This he continued for seven 
years. At the end of that time, he obtained a li- 
cense to practice in New York. Later he moved to 
Texas with his father. While practicing medicine 
at Galveston, Dr. Wolff became assistant surgeon at 
the United States Army Post at Fort Brown. From 
1877 to 1881 he had all sorts of service along the 
Rio Grande. General George Sykes was his com- 
mander, and the young physician attended the gen- 
eral at the time of his death. During this time Dr. 
Wolff took the opportunity to study the southern 
climate and its peculiar diseases. 

In 1883 he came to Hartford, and lived here until 
his death. In his medicolegal capacity he was asso- 
ciated with such famous cases as that of Amy 
Archer Gilligan in Windsor, the famous Buchanan 
case in New York, the Green’s Farm murder at Mid- 
dletown, the case of Mrs. Schan in New Jersey, the 
Souder, Daly, Rogers, Trebbe and Bestero cases. 
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With Dr. Chas. P. Botsford, he had a leading part 
in establishing in 1894, the municipal laboratory, 
and as city bacteriologist did much to decrease the 
mortality rate from such contagious diseases as 
diphtheria, tuberculosis and typhoid. Dr. Wolff had 
a well-equipped laboratory also at his home on North 
Beacon Street. He was a member of the city, coun- 
ty and state medical societies, of the Royal Micro- 
scopic Society of London, and of the Kings County 
Medical Society in New York. 
AMERICAN LirE CONVENTION HONORS 
Dr. DonaLp B. CraGin 

Dr. Donald B. Cragin of 1414 Asylum Avenue has 
just been elected chairman of the medical section of 
the American Life Convention. Medical director of 
the Aetna Life Insurance Company since 1933, Dr. 
Cragin is active in numerous national organizations 
dealing with the medical phases of life insurance 
underwriting. Chairmanship of the American Life 
Convention’s medical section is one of the profes- 
sion’s major assignments, since the Convention's 
membership is comprised of the medical directors 
ot practically all leading life insurance companies. 
Dr. Cragin has lived in Hartford since 1920 and has 
been president of the City Board of Health. He is 
at present a consulting surgeon on the staff of the 
Hartford Hospital, vice-president of the Hartford 
Dispensary, and an active member of the Hartford 
Medical Society. He joined the Aetna Life Insurance 
Company February 1, 1934, as an associate medical 
director. 


Dr. Egbert Morrill Andrews, formerly an interne 
at the Hartford Hospital and now pursuing special 
work in Surgery at Baltimore, Maryland, was mar- 
ried in Hartford on June 10, 1936, to Miss Barbara 
Ellen Stevens. Miss Stevens is a graduate of the 
Hartford Hospital Training School for Nurses and 
for several years has been a member of the nursing 
staff of the Hartford Hospital. 


Dr. Henry Perkins Hopkins, formerly an interne 
at the Hartford Hospital and now engaged in gen- 
eral practice at Chatham, Massachusetts, was mar- 
ried in Hartford on June 18, 1936, to Miss Violet 
Kathleen Quackenbush. Miss Quackenbush is a 
graduate of the Hartford Hospital Training School 
for Nurses and for the past few years has been an 
anesthetist at the Hartford Hospital. 


Dr. Hilda C. Crosby, daughter of Mr. and Mrs. 
Albert H. Crosby of Oxford Street, was married to 
Dr. E. Myles Standish, son of Mr. and Mrs. Jared 
B. Standish of Hartford Avenue, Wethersfield, 
Thursday afternoon, June 25, 1936, at four o'clock at 
the Farmington Country Club. Bishop Welch of 
Shanghai, China, officiated. 

The bride was given in marriage by her father 
and was attended by Mrs. A. Ashley Weech of New 
York as matron of honor and by her sister, Miss 
Eleanor H. Crosby, as maid of honor. The brides- 


maids were Mrs. James Standish, sister-in-law of 


the bridegroom, and Dr. A. Parks McCombs of New 
York. Abby Richmond and Cynthia Richmond, 
nieces of the bridegroom, were flower girls. Mr. 
Robert R. Robertson of New York was best man and 
the ushers were Dr. Robert Buol of New Britain and 
Mr. Paul Standish and Mr. James Standish, brothers 
of the bridegroom. Following a reception Dr. and 
Mrs. Standish left for a wedding trip to Mexico 
and Guatemala. 


The bride is a graduate of Wellesley College and 
of Cornell Medical College. Dr. Standish is a grad- 
uate of Wesleyan University where he was a mem- 
ber of Beta Theta Pi, and of the Harvard University 
Medical School, where he was a member of Nu 
Sigma Nu Fraternity. He is a dermatologist with 
an office at 179 Allyn Street, Hartford, Conn. 


CHANGES IN INTERNES AT Harrrorp Hospital 


Recently the Hartford Hospital has lengthened its 
rotating interne service to two years. On July 1, 
1936, twelve new men began their duties at the hos- 
pital. It is interesting to note that three of these 
new internes are Hartford men and one is the son 
of Dr. Edward H. Truex, a prominent ophthalmol- 
ogist and otolaryngologist in Hartford. 

The list of new internes and their medical schools 
is as follows: 


Edward H. Truex, Jr., Harvard University Medical 


School. 

Arthur D. Baldwin, Harvard University Medical 
School. 

Ralph E. Durkee, Jr., Harvard University Medical 
School. 


John C. Shull, Harvard University Medical School. 

Edward Warren Oxnard, Harvard University Medi- 
cal School. 

A. Burton Anderson, Harvard University Medical 


School. 

George H. Brown, Yale University School of Medi- 
cine. 

Roy C. Robinson, Yale University School of Medi- 
cine. 


Walter William Fischer, Columbia University Col- 
lege of Physicians and Surgeons. 

Burr H. Curtis, Columbia University College of 
Physicians and Surgeons. 

DeHart Krans, Cornell University Medical College. 

William D. Monahan, McGill University Faculty of 
Medicine. 

The following internes have completed their pe- 
riod of service: 

Leroy H. Wardner: Plans to study abroad for sev- 
eral months and then engage in practice at 
Saranac Lake, New York. 

William H. Goodson, Jr.: Contemplates returning to 
his home at Liberty, Missouri, to engage in 
practice with his father. 

Burwell Dodd: Goes to Union Memorial Hospital, 
Baltimore, Maryland, to specialize in surgery. 
Philip M. Cornwell: Takes up general practice in 

East Hartford, Connecticut. 
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Wayne P. Bryor: Hampton, New Hampshire, is to 
receive him as its youngest general practitioner. 

tilbert W. Heublein: Plans to pursue special work 
in Roentgenology at Boston and Phiiadelphia. 

E. Allen McLean: Goes to Boston City Hospital for 
further work in Obstetrics and Gynecology. 

Donald M. Beckwith: Goes to Providence Lying-In 
Hospital for further work in Obstetrics. 

James E. Bouvaird: Plans to practice in Massachu- 
setts. 

Kenneth E. Quickel: Plans to return to Pennsyl- 
vania to practice. 

S. Paul Coates: Plans to practice somewhere in 
Maryland. 

Philip Partington: Has already established himself 
in General Practice at Great Barrington, Mass. 


CORRESPONDENCE 


A BETTER WORKMEN’S COMPENSATION LAW 


July 1, 1936. 
Editor, New England Journal of Medicine, 

There was enacted a year ago in the State of 
New York a bill to remedy the inequality of the 
Workmen’s Compensation Act as it referred to 
medical men. 

Prior to the enactment of this “O’Brien-Kalowski 
Bill,” conditions in the State of New York were 
quite similar to those that now obtain in Massachu- 
setts. A few doctors, with the aid of trained nurses, 
were doing practically all the compensation work. 

The Medical Society of New York in conjunction 


with labor organizations engineered this mode] bill 


through the legislature. As a result the medical 
profession as a whole has been’ tremendously 
benefited. 

When a man is injured in a factory or elsewhere 
in Boston, the foreman or owner directs the injured 
person to go to the insurance clinic for treatment. 
It is true that the man can object and go to his fam- 
ily doctor, but few workmen know that they can do 
that, and in the great majority of cases the man is 
afraid to lose his position if he opposes the wish of 
the man in charge. 

This New York law changes the procedure. The 
injured man himself selects the physician from a 
panel that is posted in all establishments where 
labor is employed. 

Why can we not haye a law like this in Massachu- 
setts? 

CHARLES MALONE, M.D. 

46 St. John Street, 

Jamaica Plain, Mass. 


DR. HAROLD HAYS BECOMES DIRECTOR-GEN- 
ERAL OF THE AMERICAN MEDICAL EDITORS’ 
AND AUTHORS’ ASSOCIATION 

June 29, 1936. 

Editor, New England Journal of Medicine, 

An important change is taking place in the Asso- 
ciation and we would appreciate publication of the 
following in the next issue of your Journal: 

“Because of the many outside duties which Dr. 


Hunt has found it imperative to attend to, he felt 
that it was necessary for him to relinquish the Di- 
rector-Generalship of the American Medical Editors’ 
and Authors’ Association. He also felt that he had 
laid the groundwork and that, perhaps, some new 
bicod might encourage the activities of the Associa- 
tion. After conference with the Officers and Execu- 
tive Council, Dr. Harold Hays was requested to take 
the position of Director-General. He has agreed to 
assume this responsibility for the time being. It is, 
therefore, with pleasure that we announce that Dr. 
Harold Hays of New York City, who has contributed 
a great deal to medical literature and has been As- 
sociate Editor on a number of medical journals, will 
assume the office of Director-General on August 1. 
Dr. Hays has agreed to co-operate in this capacity 
for this year, at least, and we feel that with his ac- 
tive ideas and imagination he will be able to create 
a great deal of enthusiasm for the Association. We 
know that it is his intention to write to all the 
members requesting them to give their opinion 
about the Association and asking them for sugges- 
tions for the betterment of our work. We sincerely 
hope that all the members will actively co-operate 
and that we shall see results even more eminently 
successful at the end of another year.” 
With thanks for your courtesy, 
Most cordially yours, 
L. A. SHERMAN, Secretary. 
4 East 66th Street, 
New York, N. Y. 


ANSWER TO DR. CHANNING FROTHINGHAM’S 
LETTER, “HAVE THE PRACTITIONERS AWAK- 
ENED?” 

June 27, 1936. 

Editor, New England Journal of Medicine, 

I personally have a great deal of respect for 
/ Dr. Channing Frothingham who is our present Vice- 
President of the Massachusetts Medical Society. He 
has impressed me as being a bright man after listen- 
ing to him at the Faulkner Hospital. Anything he 
may say is sincere. In spite of his good qualities, 
I am forced to comment on his remarks as printed 
in The New England Journal of Medicine, June 25, 
1936. 

Can the chairman of the Committee on Public 
Health definitely point out that tke physicians, who 
have agreed to do vaccination and immunization, did 
refuse any patient who applied to them? If only 
10 per cent of the babies who were or are suitable 
for this work have been protected, is it the fault of 
the physicians? The fault must be elsewhere. Do 
you mean to convey to the physicians, that 90 per 
cent of the children are still to be immunized by the 
practicing physicians and that they are derelict in 
their duties? Such a situation is absolutely untrue. 
Let those children be brought to the physicians and 
they will do their duty. If as you stated, the ‘“Pub- 
lic Health Officials’ are co-operating with the phy- 
sicians, where are the patients? Many of my fellow 
practitioners including myself didn’t see even one 
patient. They are ready, able and willing to vac- 


VOL, 215 
NO. 3 


EDITORIAL DZPARTMENT 


135 


cinate and immunize any and all who may come. 
Instead of indirectly blaming the physicians, it 
seems to me, if the cause could be found, the phy- 
sicians would be thankful. Don’t blame the phy- 
sicians. 
BERNARD ZUCKERMAN, M.D. 
978 Blue Hill Avenue, 
Dorchester, Mass. 


COMMENT ON Dr. ZUCKERMAN’S LETTER 


July 3, 1936. 
Editor, New England Journal of Medicine, 

In the letter referred to above by Dr. Zuckerman, 
no implication that the practitioners are unwilling to 
do immunization work was intended. The awaken- 
ing of the practitioners to their duties in the prob- 
lems of preventive medicine is, however, important. 
The practitioners as well as the health officers 
should be an active force in the education of the 
people. In order to avoid the possibility of practi- 
tioners being accused of unethical procedures in 
urging immunization upon their patients, the Coun- 
cil of the Massachusetts Medical Society at its Feb- 
ruary meeting in 1936 approved of a statement in 
regard to immunization which could be presented 
to parents and others by practitioners, hospitals, and 
sa forth. This statement appears on page 524 of 
the issue of The New England Journal of Medicine 
of March 12, 1936. It is hoped that the practitioners 
will increase their activities along these educational 
lines so that more than 10 per cent of the children 
will seek immunization and will have it done by 
their private physicians rather than the public 
health officials. 

CHANNING FROTHINGHAM, M.D. 

1153 Centre Street, 

Jamaica Plain, Mass. 


GO YE AND DO LIKEWISE! 


Editor, New England Journal of Medicine, 

The Boston Herald in an editorial of October 31, 
1935, reported that ‘the Church Pension Fund of the 
Protestant Episcopal church now has assets of 
about $30,000,000. ... Nearly 1900 retired clergymen, 
and widows and orphans of clergymen, are now re- 
ceiving an average allowance of $946.00 a year... . 
During the last five years it has been the savior and 
defender of many a home and family.” 

And in contrast, let us consider the conditions 
prevailing in our own profession. We count about 
one hundred and sixty-five thousand physicians in 
the United States of America. One hundred thou- 
sand of them are actively welded together in one 
great organization—The American Medical Associa- 
tion. Yet, a number of old colleagues are yearly 
consigned to the economic scrap heap through the 
infirmities of old age, the hazards of their work, or 
life’s vicissitudes in general. A small number have 


lately been given meager aid from the common 
charity chest of our benevolent federal administra- 
tion, in many instances after they had surrendered 
their self-respect. 


Many, when dead, must often 


be sent to their last resting places on the contribu- 
tions collected from among the colleagues of their 
local medical society; their widows are then left 
financially destitute, and soon entirely forgotten. 
How often does one meet an old colleague out on a 
call in the dead of a wintry night, in order to earn 
a paltry fee (if paid!) whereby to keep body and 
soul together? Not for him to spend the last few 
years of a hard and unselfish life in rest and com- 
parative ease! Not for him the comforting thought 
that the dear ones he leaves behind will be taken 
care of! Not a ray of hope... till death seals his 
misery. 

Yet, there are one hundred and sixty-five thou- 
sand of us, ever charitable to our patients, to our 
hospitals, to everybody ... everybody, but ourselves. 
One is often forced to wonder if charity should not 
begin at home, even though in a small degree? 
Aren’t we all, in‘a measure, to blame for conditions 
existing in our medical practice; conditions that 
bring some of us to the brink of financial ruin with 
the advent of old age? Aren’t we all then, responsi- 
ble for our old, feeble and indigent colleagues? And 
if so, is there nothing we can do to ease the lot of 
the poor members of our profession? If the Epis- 
copal Church can do it, for its clergy, why can’t we? 
Let us see then, if we, as mature men and women 
of a great profession, cannot be of some help to our 
old and suffering colleagues, or their dependents. 

Suppose we establish an Old Age Physicians Re- 
tirement Fund with only willing members participat- 
ing by contributing $10 a year. There ought to be 
about one hundred thousand physicians charitable 
enough and with vision to consider the wisdom and 
necessity of such a fund. This, then, ought to bring 
in a round million dollars every year. In the course 
of a short time, ten years for instance, this would 
result in a large sum of money. 


Secondly, there are members in our profession 
who are so fortunate as to count their income in 
many thousands of dollars; and there are others who 
can even claim ownership to large fortunes. There 
are also some, whose minds are taxed as to where 
best to bequeath part of their worldly possessions. 
What a privilege it would be for all such rich col- 
leagues to have this excellent chance to contribute 
to this worthy cause! 


Then again, let us consider some of our grateful 
patients; I mean, some of those that not only pay 
their doctors, but often build hospitals or additions 
thereto, in appreciation of the Aesculapian art. An 
Old Age Phsicians’ Retirement Fund would be an 
excellent outlet for them to express their apprecia- 
tion, by generous contributions. Anyone can see 
how fast a fund of this kind would grow. Why Jack’s 
beanstalk would be dwarfed by its rapid sprint! 

And now for the beneficiaries of said fund. Say at 
the age of sixty or thereabouts a colleague, for one 
reason or another, would like to retire, if only he 
could be assured of an income between $1200 and 
$2000, depending on the number of dependents; all 
he would have to do is to apply to the Retirement 
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Fund through his local society. He would then 
surrender his license to practice and give a fitting 
assurance, that he would not engage in any com- 
petitive or remunerative medical activities. Such an 
arrangement would not only give the retired mem- 
ber a respectable income and deserved rest, but 
would also immediately create an opening for a new 
member seeking a location, and in this way benefit 
the younger doctors—whose position at present is 
indeed precarious, to say the least. 

An argument has been advanced, that for an old 
age retirement fund to be self-sufficient, it must be 
compulsory upon all members of an organization— 
and the premiums must be paid in accordance with 
existing rates for old age annuities. However, this 
is only true with organizations where retirement 
is mandatory at a certain age, and where every re- 
tiring member is given an annuity regardless of 
whether he is in need of it, as is the case with our 
postal and other government employees. It is easy 
to see, that it would be different in our case. No 
one need retire at any age whatever, except when 
so desired for good and sufficient cause; neither 
would benefits be given to such retiring members as 
may have been fortunate enough to have other and 
sufficient sources of income. Most of our physicians 
are able to carry on their practices satisfactorily 
to a ripe old age. They would only scoff at an 
idea of compulsory retirement; at the same time, 
they would be glad to contribute to a retirement 
fund, because of the knowledge of the plan, and be- 
cause of their intimacy with the needy colleagues. 
On the other hand, our younger men, in addition to 
a feeling of sympathy for such a project, would also 
support it because of the greater opportunities for 
themselves. 

All we need then, is for some large individual 
society to start an active movement for the estab- 
lishment of such An Old Age Physicians’ Retire- 
ment Fund ... and blot out the present shame, If 
medicine is to survive as an honorable profession, 
let us keep it honorable by caring for our old and 
needy colleagues! 

R. GuRALNICK, M.D. 

256 Bennington Street, 

East Boston, Mass. 


RECENT DEATHS 


STILES—Percy GoLptHwair STILes, aged sixty-one 
years, died July 5, 1936, at his home, 15, Page Road, 
Newtonville, Massachusetts, after a comparatively 
brief illness. 

Dr. Stiles was born in Newtonville and after prep- 
aration for advanced study entered the Massachu- 
setts Institute of Technology and received his S.B. 
degree in 1897. In 1902 Johns Hopkins University 
conferred the Ph.D. degree in Physiology. 

Dr. Stiles’ life was devoted to teaching and the 
positions held by him were the following: 

Instructor in Physiology, Bellevue Medical 
School, 1902-03 


Instructor in Physiology, Massachusetts In- 
stitute of Technology, 1903-17 

Instructor in Physiology, Simmons College, 
1904-07 

Instructor in Physiology, Boston School of 
Physical Education, 1914-20 

Assistant Professor, Simmons’ College, 
1907-14 

Faculty Instructor in Physiology, Harvard 
Medical School, 1913-16 

Assistant Professor in Physiology, Harvard 
Medical School, 1916-36. 


Dr. Stiles was Assistant Editor of Biological Ab- 
stracts from 1929-1936 and was a member of the 
Physiological Society, the American Academy of 
Arts and Sciences, and the Society of Experimental 
Biology and Medicine. 

The following publications were produced by him: 

Nutritional Physiology, 1912 

The Nervous System and Its Conservation, 1914 

Human Physiology (Text), 1917 (5th ed., 1928) 

Wayfaring in New England, 1920 

Dreams, 1927. 

In addition, many contributions in scientific 
journals were written by Dr. Stiles. 

Two of Dr. Stiles’ hobbies are reflected in the 
titles of the last two publications. As a lover of 
nature he delighted to tramp through the byways of 
New England. For many years he collected and 
recorded his dreams, and his volume of 1927 forms 
an interesting and illuminating collection of dream 
material. Always a modest and retiring individual 
he was best appreciated by his students of physiol- 
ogy with whom he came in close contact. His lucid 
style of exposition and apt use of similes made his 
lectures in physiology a delight to his students. 

Two children, Edmund K. Stiles and Esther H. 
Stiles, survive him. 


BULLOCK—Epwin WarrEN M.D., of 15 
Summit Avenue, Somerville, Massachusetts, a retired 
physician, died July 7, 1936. Dr. Bullock was born 
in Wellesley in 1863, and graduated from the Har- 
vard University Medical School in 1886. 

He was a Fellow of the Massachusetts Medical 
Society and the American Medical Association. 

Two daughters, Mrs. Alice B. Howe and Mrs. Ann 


Burrill, survive him. 


NOTICE 


REMOVAL 


Francis B. McCiintock, M.D., announces the re- 
moval of his office to 39 Nichols Street, Chelsea. 
Telephone Chelsea 0144. 


REPORT OF MEETING 


PETER BENT BRIGHAM HOSPITAL LECTURE 


The second lecture by Dr. K. H. Giertz, Surgeon- 
in-Chief pro tempore in the Peter Bent Brigham 
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Hospital, was given there on May 20, 1936, on the 
subject: “Thrombo-Embolic Disease and Its Surgi- 
cal Treatment.” 


Interest in pulmonary embolism has been renewed 
because it has become an increasingly frequent com- 
plication and because a hopeful operative procedure 
now possible has been credited with ten definite re- 
coveries in over five hundred cases. Even in the 
cases which do not end fatally, the loss of earning 
power during the prolonged convalescence gives an 
important social aspect to the disease. 


Although thrombi may be formed anywhere in the 
venous system, the commonest sites are the inferior 
vena cava and its tributaries, the femoral, iliac, and 
hypogastric veins. The thrombus is of a mixed 
type, formed of platelets, leucocytes, and fibrin, and 
often appears as a “distant thrombus” remote from 
the operative site, so that direct trauma to the veins 
can be ruled out. Nevertheless, operations on the 
rectum, prostate, and female genital track have a 
strikingly high incidence of thrombo-embolism. It 
is likely that there occurs among medical patients 
and nonhospitalized patients a great deal more 
thrombo-embolic disease than is commonly recog- 
nized. 


The presence of certain constitutional signs sug- 
gests perhaps a specific infection; virtual epidemics 
may occur in hospitals, and a certain seasonal in- 
cidence has been noted. Although attention has 
been paid to changes in the composition of the blood, 
in the condition of the endothelium and the vessels, 
and in the behavior of the circulation, nothing sig- 
nificant has yet been demonstrated. Among the 
more important predisposing factors may be listed 
a number of things. Surgical cases, even when the 
operation has been aseptic, result in thrombo-embol- 
ism twice as often as other cases. It is very rare 
below the age of twenty, but increases very rapidly 
in the older age groups, and is at a maximum in 
the fifth and sixth decades. Obese individuals ap- 
pear more susceptible than lean; this may have 
some correlation with the age distribution. Cardiac 
and vascular disease, with its accompanying circu- 
latory changes, may be important. The data col- 
lected by Dr. Giertz in Stockholm minimize the 
réle of varicose veins, which have often been 
blamed. Prolonged rest in bed is a doubtful cause, 
and the worth of massage and exercise as pro- 
phylaxis is difficult to evaluate. 

The disease, commonest following abdominal op- 
erations, occurs in the order of decreasing frequency 
after surgery on the legs, thorax, arms, and head 
and neck, being almost unknown in the eye and 
ear cases. Because of the heavy liability imposed 
by age, operations should be done on elderly people 
only for good indications, and then not until the pa- 
tient has been brought into the best possible con- 
dition. 

The thrombus forms in the abdominal veins, 
dries out, and breaks off as an eel-shaped embolus 
perhaps as much as 60 cm. long. The old, tough, 
eel-like clot lodges at the bifurcation of the pul- 


monary artery, and may be removed surgically, but 
a fresh, friable one breaks up in passing through 
the heart and produces multiple embolism in the 
pulmonary arteries of the second and third orders, 
for which operation is futile. Embolism usually oc- 
curs in the middle of the second week, and the role 
of trauma in loosening the thrombus is questionable, 
for it often occurs in a patient lying quietly in bed. 

Thrombosis in the abdominal vessels may be 
latent or manifest, and either sort may give pul- 
monary embolism. The signs and symptoms of non- 
obstructing pulmonary embolism are well known. 
The classical picture of an obstructing embolus is 
the patient with normal heart, lungs, and kidneys 
who, on the fourth to the fourteenth postoperative 
day, suddenly develops pain in the chest, but rarely 
near the heart, and rapid, labored breathing, with 
pallor succeeded by cyanosis. Collapse and shock 
follow abruptly, with a low arterial pressure but a 
high and increasing venous pressure from obstruc- 
tion beyond the right side of the heart. The patient 
develops a sudden fever, and perspires freely. Cer- 
tain individuals have described subjective symp- 
toms involving the abdominal viscera, such as a de- 
sire to urinate or defecate, which are probably asso- 
ciated with an obstruction to the venous return as 
the embolus passes. In animal experiments, whose 
results check well with clinical observations, no 
cardiac embarrassment developed until two-thirds 
of the pulmonary artery was occluded. In only a 
few cases is death instantaneous, so that there 
usually is time for an operation. The question of 
reflex death from embolism is not settled, but ap- 
pears unlikely in most instances. 

The sudden onset in a patient who had previous- 
ly been making good progress is characteristic and 
invariable. The initial marked pallor is soon fol- 
lowed by lividity and cyanosis from the venous 
stasis. The pulse is rapid and feeble and the blood 
pressure, which at first is zero, may return to nor- 
mal and then gradually begin to fall again. This 
latter phenomenon is a definite indication for sur- 
gical interference. Unconsciousness almost invari- 
ably occurs, for a matter of seconds to hours; those 
who recover are apt to have an amnesia for some 
time after the attack. The obstruction to the out- 
flow of the right ventricle leads to a rapid dilatation 
of the pulmonary artery and the right heart, which 
may be demonstrable on physical examination as a 
progressing right border of dulness. The prognosis 
is somewhat better if this is not found. 

Immediate operation is demanded if the patient 
is to be saved. From animal experiments it was 
found that a tourniquet may be kept on the great 
vessels for forty-five seconds, and that an extra- 
pleural approach was possible. No anesthesia is re- 


quired so long as the patient remains unconscious. 
A T-shaped incision with the crossbar of the T paral- 
lel to the sternum is made to the left of the sternum, 
the second, third, and fourth ribs are resected tem- 
porarily, and the pericardium is exposed and opened. 
The pulmonary artery is identified and a tourni- 
quet passed around it; the adventitia is divided by 
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a 3 em. incision in the long axis of the vessel, and 
the muscular and intimal coats by a 1.5 cm. inci- 
sion in the same direction. The embolus is secured, 
usually in several pieces, by repeated “fishings” with 
the Trendelenburg forceps or a hook, and the inci- 
sion sutured. If the heart has stopped adrenalin 
is injected; if this fails, the heart is massaged until 
regular ventricular contractions are reéstablished. 
The pericardium is then closed and the ribs re- 
placed. It has been observed that the heart may 
beat spontaneously after having been quiet for twen- 
ty minutes, and that spontaneous respirations may 
be resumed after fifty minutes. 

Should the patient recover from this operation, 
he still may die of paradoxical embolism, or of the 
sepsis of the primary disease. Since several pa- 
tients have recently been observed to die of epilepti- 
form seizures a number of hours after the operation, 
it is believed that irreversible brain damage to the 
motor area and the corpus striatum was produced 
in the period of ischemia following the pulmonary 
embolism. 


SOCIETY MEETINGS, 
CONGRESSES AND CONFERENCES 


CALENDAR OF BOSTON DISTRICT FOR THE WEEK 
BEGINNING MONDAY, JULY 20, 1936 


Tuesday, July 21— 
*12 m. South End Medical Club. Prendergast Pre- 
ventorium, 1000 Harvard Street, Mattapan. 


Wednesday, July 22— 
+12 m Clinico-Pathological Conference. Children’s 
Hospital. 


Saturday, July 25— 
*10 a. m.-12 m. Staff Rounds at the Peter Bent 
— Hospital. Conducted by Dr. Samuel A. 
evine. 


*Open to the medical profession. 
+Open to Fellows of the Massachusetts Medical Society. 


July 21—South End Medical Club. Prendergast Pre- 
ventorium, 1000 Harvard Street, Mattapan, at 12 noon. 


August 24-29—Harvard University Tercentenary Cele- 
bration. See page 1166, issue of June 4. 


September, 1936—First International Congress of Sana- 
— my Private Nursing Homes. See page 803, issue of 
April 16. 


September 7-10—International Union against Tubercu- 
losis. See page 554, issue of March 12. 


September 7-11—American Congress of Physical Ther- 
apy will meet at the Waldorf-Astoria, New York City. 
See page 52, issue of July 2. 


September 14 and 15—Tercentenary Session of the Har- 
vard Medical School. See page 1166, issue of June 4. 


October 12-18—Third International Congress on Malaria. 
See page 1076, issue of May 21. 


October 19-23—Clinical Congress of the American Col- 
lege of Surgeons. See page 180, issue of January 23. 


October 19-31—1936 Graduate Fortnight of the New 
— | eed of Medicine. See page 1221, issue of 
une 


October 20-22—Academy of Physical Medicine, Annual 
Meeting, Hotel Statler, Boston. 


October 20-23—The American Public Health Association. 
See page 1226, issue of June 11. 


March 30- April 2, 1937—First International Conference 
on Fever Therapy. Postponement notice. See page 52, 
issue of July 2. 


April 21-24, 1937—American Society for Experimental) 
Pathology. See page 1075, issue of May 21. 


BOOK REVIEWS 


Psychology of Sex. A Manual for Students. Have- 
lock Ellis. 877 pp. New York: Emerson Books, 
Inc. $3.00. : 


This is a book which we can unqualifiedly recom- 
mend for the use of medical students and practition- 
ers who wish a concise and relatively simple ac- 
count of this most important subject. 

A list of the chapters will give an idea as to the 
scope of the book. The Biology of Sex. The Sex- 
ual Impulse in Youth.. Sexual Deviation and the 
Erotic Symbolisms. Homosexuality. Marriage. The 
Art of Love. 

For some reason our medical schools have been 
more backward in teaching the problems of sex 
and their relation to the practice of medicine than 
in any other field. The public rightly turns to our 
profession for guidance in these matters and yet 
how few doctors are prepared to give worthwhile 
advice on them. It is not a lack of interest on the 
part of the student which is responsible for this but 
rather a persistence of an attitude inherited from 
past generations. 


Here is a book written without bias discussing all 
the problems having to do with sex in sufficient de- 
tail for the needs of the average practitioner. To 
each chapter there is appended a bibliography of 
English works for further reading and study by 
those interested. It seems to us that every doctor 
would benefit from a careful reading of this book. 


International Clinics. Volume |. Forty-Sixth Se- 
ries, 1936. Edited by Louis Hamman. 314 pp. 
Philadelphia, Montreal, London: J. B. Lippincott 
Company. 


This volume is made up of heterogeneous articles 
of great interest and originality and should prove of 
interest to the internist, surgeon and general prac- 
titioner. These clinics are proving themselves one 
of the best of medical publications. 


Studies from The Rockefeller Institute for Medical 
Research. Reprints. Volume 95. 595 pp. New 
York: The Rockefeller Institute for Medical Re- 
search. 


This volume contains a large proportion of work 
from the Department of the Hospital. Further prog- 
ress in the study of influenza and of Type I anti- 
pneumococcus serum, particularly the purification of 
the antibodies, is reported. 


Of special interest from the Department of the 
Laboratories is the report by Lindbergh on the meth- 
od of culture of whole organs, which received con- 
siderable publicity in the lay press some months 
ago. The basic principle of the method is a pulsat- 
ing circulation maintained by a_ three-chambered 
perfusion pump. 


